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RESPONSE OF PSYCHIATRIC PATIENTS TO MASSIVE DOSES OF 
THORAZINE: I. BEHAVIORAL AND CLINICAL ANALYSIS 


BY LEONARD ROCKMORE, M. D,, LEO SHATIN, Ph.D., AND IAN C. FUNK, M. D. 


INTRODUCTION 


Since the spring of 1952, chlorpromazine hydrochloride, now 
known under its trade name of thorazine, has been clinically inves- 
tigated in the United States. Its initial development was in France. 
Original investigators pointed out the drug’s reversible, peripheral 
adrenogenic antagonism and its central depression of the vomiting 
mechanism as well as of the thalamus, basal ganglia and hypothala- 
mus. Numerous reports attested to the use of the drug in psychi- 
atrie patients, chiefly to relieve psychomotor overactivity and 
tension.’* 

The present study attempts to evaluate the drug when applied 
to psychiatric patients in massive oral dosage. A pilot study had 
indicated that small dosages did not produce significant results ; in 
the one case where clinical improvement was most marked, it was 
noted that the oral dosage was rather high. A full series of pa- 
tients was therefore completed, using high dosages of up to 800 mg. 
daily.* 

Several related problems were investigated, utilizing dosages 
and procedures which are detailed under “methods.” 

Problem 1. Does thorazine improve the patients’ psychiatric 
status? If so, in what areas of behavior? 

Problem 2. Do special physiological cues occur during the first 
days of treatment, for prediction of the ultimate outcome of treat- 
ment? 

Problem 3. Is there a relationship between improvement under 
thorazine and (a) age of patient, or (b) chronicity of his mental 
illness? 


METHODS AND PROCEDURES 


1. Subjects 


The subjects were hospitalized male psychiatric patients in the 
Albany VA Hospital. During the period of March 1954 to 
November 1954, all patients who had proved refractory to other 
forms of treatment were entered into the thorazine regimen. They 

“Suggested by William Holt, Jr., M. D., Albany Medical College and Albany Hospital. 
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were not selected according to special criteria such as age, diag- 
nosis, or degree of motor excitement. The subject population in- 
cluded many who had already received a series of electric shock 
treatments with failure to respond clinically. All had been carried 
through the usual rehabilitative procedures such as occupational 
therapy, manual arts therapy, and psychotherapy. The series ul- 
timately consisted of 56 patients from acute and chronic psychi- 
atric wards. The mean age of the sample (N56) was 43.2 years, 
with median at 40.5, Q.==31.0 and Q,==58. The mean educational 
level, on which information was available for 44 of the patients, 
was 9.3 school years with median at 9.5, Q,==7.5 and Q,—=12.0. Vo- 
-ationally, these patients were within the unskilled and semi-skilled 
labor categories with occasional white-collar occupations. Diag- 
nostically, they were carried on the hospital records as follows: 








Classification Frequency 





Schizophrenia: 


Paranoid 
Catatonic 
Hebephrenic 


“1 © 


Simple 


bo 


oS 


Chronic undifferentiated 
Acute undifferentiated 
Chronie brain syndrome 


Acute brain syndrome 


Com Co ee DP 


Manic-depressive, manic 


iat) 


Passive-aggressive personality 
Inadequate personality 
Psychoneurosis, anxiety 


eS 


Anxiety reaction 
Conversion reaction 


Ln) 








“Chronicity” was defined as the time since first hospitalization 
for mental disorder. Mean chronicity (N54) was 15 years with 
the median at 10, Q,==3 and Q,=27 years. 


2. Dosage and Administration 


The drug administered was thorazine, in 25 mg. tablets orally, 
according to the following schedule, which attempted to profit by 
the experience of previous investigators.‘ 
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Schedule: 





Dosage Frequency Total daily 





150 mg. 
300 mg. 
400 mg. 
500 mg. 
600 mg. 


50 mg. i 
i 
i 
i 
i 
i. d. 700 
i 
i 
i 
i 
i 
i 


75 mg. 
100 mg. 
125 mg. 
150 mg. 
175 mg. 
200 mg. 
100 mg. 
mg. 
mg. 
mg. 
mg. 


800 
400 
200 
100 mg. 
50 mg. 
50 mg. 


o 


16th 


PP 6£ 2 2:8 2 2 ge 


bo Do po on 
ao 


s 


o 


Maintenance (3 weeks).... 








All patients were screened by laboratory studies before thora- 
zine was administered. These were: NPN, fasting blood sugar, 
urine, complete blood count with circulating eosinophils, cephalin 
flocculation, electrocardiogram, and chest x-ray. All patients were 
kept in bed the first three days of treatment in special four-bed 
rooms with private nurses. Hourly blood pressure, temperature, 
pulse, and respiration rate observations were recorded during the 
waking hours. This early routine was maintained because of the 
possibility of hypotensive effect. Full laboratory studies were re- 
peated on the tenth day of treatment, and again as indicated clini- 
cally. Following the three-day bed period, the patients were either 
returned to their own wards or kept on the treatment ward; and 
blood pressure, temperature, pulse, and respiration were now re- 
corded only four times daily. The 56 patients treated during this 
study received the drug for a mean average of 37 days each. 


3. Behavioral Ratings (BRS) 


Objective behavioral ratings were made by the patient’s ward 
nurse before, during, and after thorazine treatment according to 
the following schedule: 

Pre—One day prior to the beginning of treatment. 

Mid—On the eleventh day of treatment, when maximum dosage 
had been attained. 

Post—Three weeks after thorazine had been discontinued. 

The behavioral ratings were made by means of the Behavioral 
Rating Scale (abbreviated “BRS”). Briefly, the scale consists of 
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100 forced-choice items (Yes or No) which cover six major areas 
of behavior: self-care, psychotic behavior, co-operation, reaction 
to environment, orientation, and communication and socialization. 
It is a reliable, readable scale which has been validated upon men- 
tal patients.” The rater encircles Yes or No for each item. The 
seale is corrected by a key which yields a behavioral or ward ad- 
justment score. The score may range from a low of 0 to a high of 
100, with the higher scores indicative of better adjustment. 
4. Clinical Ratings 
Each patient received a rating for clinical improvement or de- 
terioration following the course of thorazine.* The ratings ranged 
from —2 (clinically severe worsening of condition), through —1, 
to 0 (no change), then through +1, to +2 (marked improvement). 
Among the qualitative features which entered into the rating of 
change in clinical status were: ward behavior, socialization, friend- 
liness, initiative, interest in surroundings and in recreational 
events, and diminution of overt symptoms. 


RESULTS 


1. Change in Status Following Thorazine (Problem 1) 

a. Behavioral Ratings (BRS). It will be recalled that nurses 
rated the patients one day before beginning thorazine, again on 
the eleventh day of treatment when maximum dosage had been at- 
tained, and finally three weeks after discontinuation of thorazine. 
The Behavioral Rating Scale was used. Complete ratings in ae- 
cordance with the schedule were available for 34 patients of the 
total group of 56. The other patients’ ratings were incomplete for 
a variety of reasons, including discharge before the final rating 
could be made and temporary transfer because of illness. It is em- 
phasized here that no BRS scores were calculated, or data tested, 
until the total experiment was concluded. At no point did any bias 
enter into the inclusion of cases in the series of 34. All patients 
for whom the three ratings had been made were automatically in- 
cluded in this group. Their scores were unknown to the experi- 
menters until the final analyses of data. 

The three ratings for each patient were not necessarily made by 
the same nurse, for patients often were transferred to wards other 
than their wards of origin. The various nurses’ ratings were un- 


*Dr. Rockmore made all clinical ratings. 
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selectedly distributed among Pre-, Mid-, and Post-treatment con- 
ditions. Since this increased the variability of scores, it acted con- 
servatively upon the critical ratios and t-tests. Hence, where sta- 
tistically significant findings do occur in this section, one may be 
sure that the actual significance of the findings would have been 
augmented by the use of the same nurse for all three ratings. 

Statistical tests for the significance of the difference between 
pre-, mid-, and post-treatment mean BRS scores were conducted 
under the several hypotheses following—according to the formula 
for related measures. Results are reported in Table 1. Since the 
direction of the difference is postulated in each specific hypothesis, 
the appropriate probability level for each hypothesis is P/2 rather 
than P. 


Table 1. Mean BRS Scores and Their Significance Tests—(N—34) 








Mn. score SD 





51.47 22.24 


58.09 23.04 
58.09 23.04 


62.85 16.25 


51.47 22.24 
<.001 <.001 
62.85 16.25 








The following specific hypotheses were tested, under the general 
hypothesis that the mean BRS scores for the later ratings would 
be significantly higher than for the earlier ratings: 

1. That the mean BRS score mid-treatment would be signifi- 
cantly higher than the mean BRS score pre-treatment. 

2. That the mean BRS score post-treatment would be signifi- 
cantly higher than the mean BRS score mid-treatment. 

3. That the mean BRS score post-treatment would be signifi- 


cantly higher than the mean BRS score pre-treatment. 

The results in each t-test were consistent with the hypothesis. 
This group of patients became significantly better adjusted be- 
haviorally, during the course of massive chlorpromazine treat- 
ment. The improvement was maintained and even showed signifi- 
eant accrual, when objective re-evaluation was made three weeks 
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after discontinuance of the drug. The probability was pronounced 
(P<.001) that significant improvement had occurred through the 
course of treatment, when the pre-treatment behavioral level was 
taken as baseline. 

b. Clinical Ratings. Change in clinical status was rated on the 
d-step seale (—2, —1, 0, +1, +2) previously described. A test of 
the null hypothesis was made. The initial pre-treatment basal con- 
dition necessarily was set at zero (0), and the numerical gradations 
assigned to the clinical ratings of change were treated as linear and 
equidistant from unit to unit. The mean clinical rating score for 
the total group (N=56), post-treatment, was computed: the mean 
clinical rating score was +.78, the range 0 to +2. A test for the 
significance of this increment gave t=6.69, P<.001. It is notable 
that not a single instance occurred where the patient’s condition de- 
teriorated during the course of thorazine treatment. Sixteen 
patients remained unchanged (0 ratings), and 40 patients showed 
improvement (+1 or +2 ratings). 

Table 2, first row (frequency observed) presents the figures. 
Table 2. Chi-Square Test of the Hypothesis of Equivalent Change Among the Several 

Clinical Rating Categories after Treatment 








Clinical ratings 


0 +1 





Observed frequency 16 28 
Theoretical frequency 2 11.2 11,2 11.2 
X2=—49.72 df—4 p<.001. 








Chi-square tests were also applied to test the significance of the 
shift in proportions among the several rating categories. Chi- 
square does not demand the assumptions of scalar linearity and 
equidistance, since it is a “counting” technique. Tables 2 and 3 
detail the chi-square treatment. The theoretical frequencies (fre- 
quency theoretical) in Table 2 are those which would have occurred 
had the clinical changes been scattered equally among the five clin- 
ical rating categories. In Table 3, the theoretical frequencies are 
those which would have occurred had the treatment yielded no 
change or only minimal change in clinical status among the several 
categories. The theoretical frequency (frequency theoretical) for 
the combined clinical rating categories other than 0 (no change) in 
Table 3 was set at frequency theoretical—10, in order that exces- 
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sively small cell entries be avoided and that the chi-square method 
be applicable. Since this tended to strengthen the null hypothesis, 
the results presented in Table 3 are significant even beyond the 
reported figures. 


Table 3. Chi-Square Test of the Hypothesis of No Change in Clinical Ratings 
after Treatment 








Unchanged All other categories 


(0) (—2, —1, +1, +2) 





Observed frequency . 16 40 
Theoretical frequency 46 10 








X2=105.94 df=1 P<.001. 

(Yates’ correction applied.) 

ce. Specific Behavioral Areas Improved. The objective be- 
havioral ratings previously described, and available for 34 of these 
patients immediately pre-treatment and then three weeks post- 
treatment, were submitted to item analysis. The 100 forced-choice 
items covered the six major areas of behavior listed previously: 
self-care, psychotic behavior, co-operation, reaction to environ- 
ment, orientation, and communication and socialization. 

Zach of the 100 items was tested by chi-square under the hypo- 
thesis that a shift in rating would occur toward the direction of 
greater health following treatment (N==34). Thus, for item 4 (has 
hallucinations) the pre-treatment ratio of Yes/No was 20/14; post- 
treatment, it had shifted to 11/23. This was a significant change in 
the direction of greater health (X?=8.77, P/2=.001). Twenty- 
seven items showed this significant change in the direction of 
greater mental health, following treatment. These are presented 
in tabular form with their chi-squares and probability levels (Table 
4). In not a single instance did the BRS item show a significant 
shift toward lesser health or toward deterioration. 

Qualitatively it appeared that a considerable number of the items 
which shifted significantly toward greater health after treatment, 
were subsumed under the category of communication and socializa- 
tion. Therefore, a chi-square test was conducted for the communi- 
cation and socialization category as against the other categories. 
It gave a significant chi-square of 4.60 with P=.05. Hence it was 
concluded that the 27 significantly-changed items were weighted 
beyond chance (P=.05) with statements pertaining to the category 
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of communication and socialization. Inspection of these 27 items 
(Table 4) indicates that the greatest improvement occurs among 
those patients who, before treatment, were passive, uncommunica- 
tive, asocial, and unconcerned about their personal appearance. 


Table 4. Behavioral Rating Scale Items Significantly Changed Toward Greater Health 
after Treatment 








Direction Chi- 
Item of shift Square P/2 





The patient ignores the activities around him (No) 5.44 01 

Has hallucinations (No) 8.77 .001 
The patient stays by himself (No) 3.90 02 

Asks to leave the hospital to visit family (Yes) 4.57 02 

Makes distinctions between new and old personnel (Yes) 3.57 05 

Needs supervision (No) 16.94 <.001 
Is sloppy (No) 6.64 001 
Takes part in back and forth conversation (Yes) 3.57 .05 

Talks about sports with an aide or nurse (Yes) 3.06 05 

The patient has delusions (queer ideas) (No) 7.12 -001 
Has close friends on the ward (Yes) 5.74 01 

Eats well (Yes) 4.10 

Takes part in ward ames ......ccscccscccscosevcsvecess (Yes) 10.23 

Is making realistic plans for when he leaves the hospital.... (Yes) 4.48 

Knows the names of doctors, nurses and aides (Yes) 4.99 

Talks about his family with the aide (Yes) 14.21 

Takes pride in his personal appearance (Yes) 3.61 

Likes to go for exercise (Yes) 6.71 

Always attends ward parties ......cccsscscsccchooscceses (Yes) 14.81 

Starts conversation with aides to become better acquainted (Yes) 2.86 

Is a good worker (Yes) 10.12 

Often volunteers information about himself (Yes) 19.98 

The patient seeks things to do for recreation (Yes) 10,12 

The patient is able to bathe and shower himself (Yes) 4.75 02 

Talks over happenings on the ward with the aide (Yes) 2.86 05 

Chats with other patients (Yes) 3.67 .05 

Asks for a pass (short stay away from the hospital) (Yes) 22.31 <.001 








This seems to be in contradistinction to other studies which point 
to excitement and hyperactivity as the categories which presage 
improvement with thorazine.” ** 


Table 5. Comparison of Pulse Rate Variability 








Mean variability SD 





Unimproved (N=17) 55 
Improved (N16) 38 
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2. Physiological Cues to Outcome of Treatment (Problem 2) 


The 10 a. m., 2 p. m., and 6 p. m. readings for pulse rate, temper- 
ature, and blood pressure during the first two days of chlorproma- 
zine treatment were available for each of 33 patients who had been 
objectively rated for improvement on the Behavioral Rating Scale. 
It will be recalled that scale ratings were made by the ward nurses 
before, during, and three weeks after the chlorpromazine treat- 
ment. The difference between initial and final behavioral ratings 
for each of the 33 patients was computed: The median BRS score 
change was +-9.5, with Q,—0 and Q,—18.5, and range +61 to —13. 
The sample was then divided into two groups, the “improved” who 
showed an increase above the median increment and the “unim- 
proved” who were at or below the median increment. Various com- 
parisons were now made between these two groups for pulse rate, 
temperature, and diastolic blood pressure variables, all taken dur- 
ing the first two days. This was done in an attempt to derive phy- 
siological cues from the first days of treatment which might be 
utilized to predict ultimate outcome of treatment. 

Initial measures at 10 a. m. of the first treatment day for each of 
the modalities yielded no significant differences between the “im- 
proved” and the “unimproved” groups. Neither did the mean 
readings for each subject, averaged over the two-day interval. The 
degree of drop in the diastolic blood pressure throughout the two 
days did not differentiate between the criterion groups, nor did the 
total range of scores for pulse rate, diastolic blood pressure, or 
body temperature. 

A variability measure was developed, which consisted of the sum 
of the units of change from reading to reading for the two days. 
Thus, for Subject A with diastolic blood pressure scores as follows, 
the variability score was 48 (or 28+-0+-12+-0-++8) : 











10 a.m. 2 p.m. 6 p.m. 





Subject A 
120 
2nd day ) 108 100 











This variability measure did not distinguish between the eri- 
? ° . ° 
terion groups when applied to diastolic blood pressure or to body 
temperature. It did show a trend, although not statistically signifi- 
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cant, between the criterion groups when applied to their pulse rate 
readings (Table 5, P=.10). The pulse rate variability as per this 
measure tends to be somewhat smaller for those patients who show 
the greatest ultimate degree of improvement. 


) 


3. Relationship Between Improvement and Age or Chronicity 
(Problem 3) 

a. Relationship Between Improvement and Age. <A test was 
made of the hypothesis that improvement over the course of thora- 
zine treatment, as measured by the objective BRS scores, was un- 
related to the age of the patient (Table 6). All patients aged 39 


Table 6. Comparison of Mean Shifts in BRS Scores: Young vs. Old 








Age Mean BRS 
Group Median age range score change 





22-35 +13.18 


+11.79 








or under, for whom BRS seores were available were combined into 
a “young” group. Similarly all patients 50 and over were com- 
bined into an “old” group. The change in BRS score over the 
course of treatment was calculated for each patient in the two 
groups. Thus, Patient A had a BRS score of 27 before treatment 
and 37 after treatment. His measurable change was therefore 
+10. The greater the arithmetic difference in the positive direc- 
tion, the greater the improvement. A t-test was then made of the 
statistical significance of the mean changes in BRS scores over the 
course of treatment, “young” group mean versus “old” group mean. 
This did not attain statistical significance (P<.50). On the basis 
of these data, there is no reason to reject the null hypothesis that 
age is unrelated to the results of thorazine treatment as admin- 
istered by the writers’ procedure. Both young and old patients 
show similar behavioral responses to treatment. 


b. Relationship Between Improvement and Chronicity. A 
similar test was made of the null hypothesis that behavioral im- 
provement over the course of thorazine treatment was unrelated to 
chronicity of the mental illness (Table 7). Chronicity was defined 
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Table 7, Comparison of Mean Shifts in BRS Seores: More Chronic vs. Less Chronic 











Median Chronicity 
chronicity range Mean BRS 
Group in years in years score change 





Less chronic 7 2-10 -+12.67 
(N=15) 


More chronic +10.13 
(N=15) 








by time elapsed since the first psychotic break or emotional disrup- 
tion severe enough to require hospitalization. All patients with 
chronicity of 15 years or more, for whom BRS scores were avail- 
able, were combined into the “more chronic” group. Similarly, all 
patients with chronicity S10 years were combined into the “less 
chronic” group. <A t-test was made then of the statistical signifi- 
eance of the mean changes in BRS scores over the course of treat- 
ment, the mean of the “more chronic” group versus the mean of the 
“less chronic” group. Statistical significance was not attained 


(P<.50). There was no reason to reject the hypothesis that chron- 
icity, as operationally defined here, is unrelated to the results of 
thorazine treatment for this subject population. Similar behavioral 


response to treatment was shown by the two groups, the “more” as 
’ 


well as the “less” chronic. 


DISCUSSION 


It must be emphasized that the findings reported herewith are 
limited to the dosage schedule as described and the subject popu- 
lation utilized in this study. 


Generalizing from the results of this behavioral and clinical 
evaluation, massive thorazine treatment definitely improved the 
clinical and behavioral status of the subject patients. There was 
no evidence that it led to behavioral or emotional deterioration 
over the time-interval of this investigation. It is of considerable 
interest that the area which most profited by thorazine treatment 
for these subjects, involved communication and socialization. The 
passive and noncommunicative patient, not necessarily hyperactive 
or motorically disturbed, seemed to attain the greatest degree of 
improvement. Previous reports in the literature have emphasized 
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the use of thorazine where excitement and the affective component 
are paramount. 

Insofar as physiological eues for ultimate prognosis are con- 
cerned, only a few of the possible physiological measurements were 
used. It was indeed surprising to note the tendency for lesser 
pulse rate variability to be a favorable indicator of ultimate im- 
provement. One might have expected that greater pulse rate vari- 
ability would be more in keeping with the possibility of change in 
psychological condition, but this was not the case. 

There was no reason to reject the null hypothesis concerning any 
relationship between improvement with thorazine, and the age of 
the patient, or the chronicity of his mental illness. The definition 
used here for chronicity was reported under “Results.” It is con- 
ceivable that a more extreme contrast of “chronicity” groups, with 
only a few months’ chronicity in the one group as against many 
years’ chronicity in the other, would show a statistically significant 
differential effect of massive thorazine treatment. However, in 
this study it was not possible to limit the comparison of the chron- 
icity variable to the extreme upper and lower limits since the sam- 
ple was not large enough to permit this. The findings in regard to 
age and chronicity are, therefore, within the limits of this particu- 
lar analysis and these particular definitions of “more” chronic and 
“less” chronic conditions. 

In view of the fact that the present experiment lacked a control 
group and placebos, the findings must be regarded as suggestive 
rather than definitive. It is true that the patients studied had not 
responded to other treatments, and there was no reason for a 
chance shift toward improvement. Hospitalization per se, had not 
been an effective instrument previously for recovery in these cases. 
Nevertheless, it is imperative that this approach be repeated with 
control subjects and with the use of placebos insofar as practicable. 
The objective behavioral rating scale was applied in this study 
without bias, and was utilized by a number of different nurses to 
rate the patient. Insofar as the writers can determine, there was 
no consistent bias or selection operating to produce the present 
results. 


A combined survey of the clinical and laboratory findings re- 
vealed some precautions which should be observed in the adminis- 
tration of thorazine. Transient attacks of dizziness, usually ap- 
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pearing after the first or second oral dose, were a disturbing symp- 
tom to many patients. They could be avoided by keeping the pa- 
tient in bed for the first three days of administration, thereby giv- 
ing him an opportunity to adjust to the rapidly increasing doses. 
After this initial period, transient dizziness no longer occurred. 
Other signs from the drug, such as dryness of the mouth, nasal con- 
gestion, and constipation were not clinically objectionable. Two 
patients developed increased temperature, with liver damage. This 
necessitated discontinuance of the drug. These patients’ liver 
functions spontaneously returned to normal within four weeks. 

The most common side effect during the administration of thora- 
zine was the production of an urticarial type of rash in the ante- 
cubital fossa. This responded to mild local applications of anti- 
pruritic lotions. In one instance, a marked generalized urticarial 
rash appeared over the entire body, associated with moderate ele- 
vation of temperature and ultimate desquamation. This patient 
was carried successfully through the skin lesion without halting 
the drug, by the use of ACTH gel, 40 units daily, associated with 
cortisone, 100 mg., t. i. d. 


Because of its possible induction of the obstructive type of jaun- 
dice, thorazine should be administered only after proper laboratory 
studies and careful liver function tests are made. In eases of bar- 
biturate withdrawal, thorazine acts to prolong and intensify the ac- 
tion of the barbiturates. This must be considered seriously, since 
the use of thorazine may possibly be temporarily contraindicated. 


SUMMARY 


The results of an investigation of the effects of massive thora- 
zine dosage upon the response of hospitalized male psychiatric pa- 
tients are reported. These patients had proved refractory to all 
other forms of treatment. They were unselected by special eri- 
teria such as age, diagnosis, excitement, or hyperactivity. 

Thorazine was administered orally according to a schedule which 
increased daily from 150 mg. the first day to 800 mg. on the eighth 
day. This was maintained until the thirteenth day, when the dos- 
age was cut by 50 per cent daily until the seventeenth day. On that 
day, a dosage of 50 mg. was administered, and this was repeated 
daily thereafter for three weeks as a maintenance dose, then com- 
pletely discontinued. Various laboratory and physiological meas- 
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urements were made during the treatment schedule. Objective be- 
havioral ratings on the Behavioral Rating Scale were made by the 
patients’ ward nurses before treatment, on the eleventh day of 
treatment when maximum dosage had been obtained, and finally 
three weeks after thorazine was discontinued. Clinical psychi- 
atric ratings were made on a five-step scale, indicating the effect 
of treatment in terms of psychiatric status: no change (0), im- 
provement (+1, +2), or deterioration (—1, —2). 

The following results were obtained: 

1. Change in Status Following Thorazine. (a) Objective be- 
havioral ratmgs: The mean score for the group increased signifi- 
cantly from pre-treatment to mid-treatment to post-treatment rat- 
ings. Significant improvement occurred over the entire course of 
treatment (P<.001). (b) Clinical ratings: Significance tests 
(t-tests, chi-square tests) indicated definite improvement in psy- 
chiatric status as measured by the clinical rating scale of change 
in status. In no case did a patient’s behavior deteriorate. (c) 
Specific behavioral areas improved: The 100 items of the ob- 
jective behavioral rating scale were submitted to individual item 
analysis under the hypothesis that change would occur in the direc- 
tion of greater mental health following thorazine. Twenty-seven 
items showed significant shift in this direction with thorazine treat- 
ment. Qualitative and quantitative evaluation indicated that this 
group of items was highly saturated with statements concerning 
increase in overt activity and in communication and socialization. 
This was of special interest, since other studies have tended to in- 
dicate that thorazine is most useful for calming patients who are 
excessively excited or overactive. 

2. Physiological Cues to the Outcome of Treatment. Several 
physiological measures were subjected to analysis in an attempt to 
derive cues early in treatment, which might presage ultimate be- 
havioral and psychiatric improvement. None of the several meas- 
ures studied were significantly related to improvement. However, 
a measure of pulse rate variability during the first two days of 
treatment showed a tendency toward an inverse relationship to 
ultimate improvement following thorazine (P=.10). 

3. Relationship Between Improvement and Age or Chronicity. 
(a) Improvement and age: A comparison of the oldest with the 
youngest patients gave no reason to reject the null hypothesis that 
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age was unrelated to the results of thorazine treatment as admin- 
istered by the procedure employed. (b) Improvement and Chron- 
icity: Similarly, significance tests gave no reason to reject the 
null hypothesis that behavioral improvement over the course of 
thorazine was unrelated to chronicity of the mental illness. 

The over-all findings point to definite psychiatric and _ be- 
havioral improvement in the patients studied, following a course 
of massive thorazine treatment. 


Veterans Administration Hospital 
Albany, N. Y. 
and 
Albany Medical College 
Albany, N, Y. 
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BLOOD PRESSURE STUDIES IN SCHIZOPHRENIA: ATROPINE AND 
SALINE 


BY DONALD B. DOUGLAS, M. D., AND PAUL H. HOCH, M. D. 


A number of recent studies have recorded the continuing inter- 
est in physiological and pharmocological research in schizophrenia. 
Among’ these Hoffer’ states :* “There are many physiological and 
psychological procedures published in the psychiatric literature 
which will detect differences between schizophrenics and other di- 
agnostic groups. These might be the basis for laying down objec- 
tive criteria. It has been shown that schizophrenics differ from 
people with other conditions in their blood pressure response to 
atropine,’ in the leukocyte response to atropine, in their ability to 
utilize oxygen from peripheral tissues,* in the physiological re- 
sponse to a series of stress tests,*° and in their ability to convert 
sodium benzoate into hippuric acid.*’ Differential chemical analy- 
sis of hormonal output as well as body tolerance for agents such 
as histamine* and adrenalin’ may also prove useful.” 

In order to test sympathetic activity, Hoffer® used atropine. He 
states: 

“Acetylcholine exerts control over epinephrine production by 
its nicotinic activity. Metacholine (Mecholyl) has weak nicotinic 
activity and exerts little direct push on the adrenal medulla and 
other sympathetic ganglia. Acetylcholine is so rapidly inactivated 
that it cannot be effectively used. However, atropine appears to 
fulfill the criteria for an autonomic drug which will test the reac- 
tivity of the sympathetic centers. Atropine blocks the muscarinic 
activity of acetylcholine but leaves unimpaired the nicotinic ac- 
tivity. By increasing the concentration of acetylcholine, it [atro- 
pine] should gently push the adrenal medulla and other ganglia. 
The sympathetic response would be measured by the change in sys- 
tolic blood pressure. An increase in blood pressure would indicate 
reactivity, whereas no elevation of blood pressure would indicate 
no sympathetic response to atropine. 

“The hypothesis was developed that the response to atropine 
would differentiate mental disorders. If schizophrenia is marked 

*References 2 through 9 were cited by Hoffer as well as by the present authors. They 


have been renumbered. In Hoffer’s original numbering they were: Refs, 2, 4, 5, 6, 7, 8, 
9,10. (Ref. 3 not in this listing.) 
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by sympathetic underreactivity, the schizophrenics would show no 
increased secretion of epinephrine and thus no elevation of sys- 
tolic pressure, whereas other categories with normally reactive 
sympathetic ganglia would respond by an elevation of systolic 
pressure.” 

To test this hypothesis, Hoffer carried out the following testing 
procedure on 320 subjects: 

“The subject was brought into the testing room at 9:00 a. m. 
After he had rested 5 to 10 minutes a sphygmomanometer was ap- 
plied. During this interval the patient was reassured and ad- 
vised that he would be given an injection of atropine and what he 
might expect from it, such as dryness of mouth and throat and 
blurring of vision. The readings of systolic and diastolic pres- 
sure and pulse rate were recorded every 5 minutes. Systolic pres- 
sure was carefully determined by slowly allowing pressure to fall 
until first audible sustained sound was heard. Recordings were 
made to the nearest 5 millimeters of mercury. At the end of 5 sets 
of readings (20 minutes) 3 mgm. of atropine sulfate was injected 


intramuscularly. Readings were then continued every 5 minutes 
for 35 minutes. The results were plotted immediately on squared 
paper containing 100 squares per square inch.” 


In the present investigation, 15 normal persons and 50 patients 
were subjected to the same testing procedures. In addition, how- 
ever, each subject underwent a control procedure in which 1 ce. of 
normal saline solution was injected instead of atropine. The pa- 
tients were all institutionalized with chronic forms of schizo- 
phrenia. All had definitive schizophrenic symptoms: marked 
autism and associative loosening; affective blunting; and bizarre 
mental content, including various delusions and hallucinations. 
All patients had been examined by more than one psychiatrist, and 
there was no question about the diagnosis in any patient. All sub- 
jects showed some effects from atropine, although very often the 
schizophrenics verbalized nothing. Dryness of mouth, tachycardia, 
dilatation of pupils and a mild vertigo were present in all subjects. 
Most of the normal subjects experienced a flaccidity of the detrusor 
muscles, with resultant stasis of micturition. This lasted for sev- 
eral hours or disappeared, with all other effects, after a night’s 
sleep. Only one patient mentioned this effect; the other subjective 
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effects were also less frequently mentioned by the patients, but the 
objective effects seemed uniform throughout. 

The accompanying figures demonstrate the cardiovascular re- 
sponse to atropine. The data are interpreted as follows: The mean 
systolic blood pressure between 15- and 20-minute readings is said 
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to be the baseline systolic pressure or initial systolic mean. The 
45- to 50-minute mean is the final systolic mean. If the final pres- 
sure is the same or lower than the initial pressure, it is said that 
the response is negative. If the final pressure is greater than the 
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initial pressure, it is said that the systolic pressure has gone up, 
or is positive. An example of each type is shown in Figure 1. 


Table 











Time 
in min. 0 5 10 15 20 25 30 35 40 45 50 55 ISM FSM FR 





V. C. (8) 122 119 116 116 115 113 111 108 108 109 113 115.5 110.5 —5 
V.C. (A) 116 113 111 112 113 111 113 116 120 124 124 112.5 124.5 4-12 
P. (8) 121 119 118 117 117 117 115 115 116 115 114117 11 -—2 
P. (A) 116 115 116 115 115 115 113 117 120 122 122 123 115 122 47 








ISM —Initial systolic mean V. C.=Voluntary controls 
FSM—Final systolic mean P =Patients 
FR =Final response S  =Saline 

A =Atropine 


Figure 2 shows the composite averages of systolic pressures for 
normal controls and for patients with saline and with atropine. 
The table gives the composite data with the initial systolic mean, 
final systolic mean and final response. 


CoMMENT 


From the data presented here, it is clear that there is little differ- 
ence between the effects of atropine on the systolic blood pressure 
of normal and on that of schizophrenic subjects. The small varia- 
tion found corresponds with that noted by Hoffer,’ in that the 
schizophrenics do show less elevation of systolic blood pressure 
after atropine. However, it is probably of equal or greater signifi- 
cance that the effects of saline were, likewise, less in the schizo- 
phrenic than in normal subjects and that the spread in the final re- 
sponse was greater for the controls than for the patients (see 
table). Although there were only 65 subjects in the series, it is felt 
that the results are concordant with the bulk of previous similar 
investigations. Lewis,’ for the 15 years ending in 1936, reviewed 
189 papers on pharmacological investigations in schizophrenia, 96 
on neurophysiology and 162 in biochemistry. Bellak™ listed 239 
papers on physiology for the succeeding decade and many others 
under other headings. In recent vears the numbers of pharmaco- 
logical and physiological investigations have continued to increase. 
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The two major conclusions with which most observers seem to 
agree are (1) that schizophrenics as a group show an average 
hyporeaction to most stimuli, (2) that schizophrenics as a group 
show a diffuse intragroup variability in reaction to most stimuli. 
We would thus expect that (1) atropine would have less effect than 
with normals in raising blood pressure and that saline injected 
during the period of rest would permit less of a fall in blood pres- 
sure and (2) that the intragroup variability would be greater in 
both saline and atropine procedures than it would be among nor- 
mals. The first point is clearly borne out by the composite aver- 
ages presented here. The second point, that of intragroup vari- 
ability, appears to be clearly confirmed by the writers’ data also. 
The patients tend to respond in large part with irregular rises 
and falls in blood pressure, or with flat curves, as well as with 
curves similar to those of the controls. The controls were indi- 
vidually more consistent in responding to the stimuli. One typi- 
eal control example is given, whereas no typical curve could be 
found for the patients. However, in the present investigation, it 
was felt that the total number of subjects was too small to make a 
statistical analysis of the intragroup variability, so that the second 
point remains simply an impression from the raw data. 


SUMMARY 


The effects of atropine and saline on the systolic blood pressure 
have been studied in 50 schizophrenic patients and 15 volunteer 
normal control subjects. It was found that as a group the schizo- 
phrenices responded with greater intragroup variability than nor- 
mal, but it is stated that this observation will need greater numbers 
of subjects for actual statistical analysis. It was also found that 
the schizophrenics responded to both stimuli with less reaction, as 
a group, than did the controls. The significance of the reactions 
to saline, as well as to atropine, is discussed, together with refer- 
ence to the mass of previous physiological and pharmacological 
literature on schizophrenia. It is considered that the tendency of 
the schizophrenic to respond to most stimuli in a variable, yet 
rigid, fashion is the crux of these or any similar investigations. 
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A SCHIZOPHRENIC PATIENT DESCRIBES THE ACTION OF INTENSIVE 
PSYCHOTHERAPY* 


BY MALCOLM L. HAYWARD, M. D., AND J. EDWARD TAYLOR, M. D. 


This report has been written to describe some of the reactions, 
to psychotherapy, of a young woman who was recovering from a 
chronic schizophrenic illness, marked chiefly by catatonic and para- 
noid elements. Her statements were made from time to time, over 
the period of convalescence, while she was freeing herself from the 
illness and the transference by clarifying all the forces of treat- 
ment and the various roles the therapist had played. No attempt 
has been made here to go thoroughly into the developmental con- 
flicts which led to her illness or to describe all the phases of treat- 
ment. The statements chosen for this paper deal mainly with her 
impressions of the early stages of treatment, during the period of 
overt psychosis. 

A good deal has now been written about the principles of psycho- 
therapy in severe schizophrenia, and Eissler’ has pointed out the 


need to seek a common denominator for all these conflicting the- 
ories. It seems to the writers that the comments this patient has 
made can give some valuable aid in this direction. Particularly 
important, are her descriptions of the essential elements in the 
doctor’s relationship with his patient, factors that are chiefly non- 
verbal and extremely difficult to understand during the period of 
psychotic acting out. 


History OF THE CASE 


Joan’ is a 26-year-old white woman. Her illness first appeared 
early in 1947 when she was 17. In the ensuing two years, she was 
treated in four private hospitals with a regimen of psychotherapy, 
accompanied by a total of 34 electric-shock and 60 insulin treat- 
ments. Fifty comas occurred. She showed “little, if any, improve- 
ment” and was finally referred to one of the writers (M. L. H.), 
since she appeared to be hopelessly ill. 

At the start of this writer’s treatment, Joan was cold, with- 
drawn, seclusive and suspicious. Visual and auditory hallucina- 

*From the Hall-Mercer and Pennsylvania hospitals, the Philadelphia Association for 


Psychoanalysis and the Department of Psychiatry, University of Pennsylvania School 
of Medicine, 
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tions were active. She would enter into no hospital activities and 
frequently became so stuporous that it was difficult to elicit any 
response from her. If pressed about the need for treatment, she 
would become sullenly resistive or maintain angrily that she 
wanted to be left alone. Three suicidal attempts were made, by 
slashing herself with broken glass or taking an overdose of seda- 
tion. At times, she became so violently belligerent that she had to 
be placed on the agitated ward. 

In spite of this discouraging picture, Joan responded well to a 
course of intensive psychotherapy that employed elements of the 
direct analytic therapy of Rosen‘ and the joint fantasy experiences 
described by Whitaker and his group.*® In six months, she could 
be declared free of committable psychosis, and two months later 
she was moved successfully to an open ward. At the present time 
she is married and has been free of hospital restrictions since the 
fall of 1949. 

Her later therapy approximated a psychoanalysis of the classi- 
cal type, the purpose of which was to give her conscious under- 


standing of the dynamics of her illness and to free her from the 
intense and complex transferences that developed during the course 
of the earlier therapy. 


Statements by the Patient 
(I) 


At the start, I didn’t listen to what you said most of the time but I 
watched like a hawk for your expression and the sound of your voice. After 
the interview, I would add all this up to see if it seemed to show love. The 
words were nothing compared to the feelings you showed. I sensed that 
you felt confident I could be helped and that there was hope for the future. 

It’s like talking to a frightened horse or dog. They may not know your 
words but the calm and strength and confidence that you convey helps them 
to feel safe again. 

There was such a tremendous difference between you and your words. 
You seemed so wonderful, but your words were so horrible. Just to look at 
my problems without being sure of you, was more than I could stand. If 
you foreed your words on me, I usually went catatonic because of the hor- 
rible ideas. What you said was usually right and it made me see things, 
but you would leave me feeling like a leper looking at his sores. I felt hope- 
less over what to do about the problems. I could only go catatonic to get 
away. You should have helped me to understand why all my problems were 
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there. You should have let me know that there was plenty of time to un- 
derstand and change myself. 

Joan is telling here of the early period of this work where the 
therapist was using something like a “shotgun” technique—mak- 
ing direct interpretations of any clues he could find. Also, most of 
the interpretations were aimed at the deepest levels, since the ther- 
apist had been led to believe that the schizophrenic lives close to 
his unconscious and already knows a great deal about it.". He has 
now come to realize that the schizophrenic can have intense resist- 
ances to insight, and that these cannot be blasted open without 
stormy results. 


If the therapist goes too far and too fast, the patient will either 
attack him or regress to escape him. At the present time, the 
writers tend to make more use of the joint fantasy experience of 
the Emory group** in which they take whatever subject the patient 
has chosen and enlarge upon that, trying to increase the amount 
of affect released and to make closer the relationship of doctor and 
patient. As Joan points out, an interpretation at the deepest level 
leaves the patient intensely hurt and disturbed. It forces the pa- 
tient to flee deeper into his illness. 


For an example of this change of technique, one can cite the 
statement of a belligerent young woman patient. As she began to 
quiet down, one day she said, “When I came here I should have 
brought a bottle of something to drink instead of that bottle of 
mosquito repellent.” Originally, the therapist would have pointed 
out a desire for the breast, replacing a fear of phallic attack. Now 
he finds that the treatment runs more smoothly if he sticks to the 
symbols that the patient has presented; “It certainly can taste good 
to drink out of a bottle,” or, “Mosquitos certainly can hurt when 
they prick you.” In this way one shows acceptance and under- 
standing without being too threatening. These preliminary state- 
ments should then be followed up by offers to help. “I hope you’ll 
let me bring you a bottle you can drink from,” and, “I certainly 
hope you'll let me know if I prick you.” 

As Joan points out, when it becomes necessary to make painful 
interpretations, the therapist should work through the defenses, 
giving a great deal of support and explanation. Instead of merely 
saying, “It looks as though you wanted to kill your mother,” one 
should say, “I guess your mother frustrated and hurt you so much 
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> At best, an in- 


that at times you were angry enough to kill her.’ 
terpretation is usually taken as criticism. 

So much confusion seems to exist over the use of the word “love,” 
in connection with the treatment of schizophrenia, that it is prob- 
ably wise to go into this matter. The best definition of the doc- 
tor’s “love” is “loving care.” It is a parental, maternal form of 
love in which the predominant forces seem to be very deep and 
basic—chiefly a drive to give life, maintain life, feed and make 
comfortable. Rosen* and Sechehaye*® give an excellent descrip- 
tion of this. 

In the patient’s concept of “love,” as Wexler’ has pointed out, 
there is also the element of control. Allowing a patient to do some- 
thing that may be harmful, simply because he asked to do it, is al- 
ways taken as a proof of lack of love. To the schizophrenic pa- 
tient, “love” seems to mean in large part that the therapist wants 


him to be alive and healthy, and that he will fight to carry out this 
wish. Of course, as Rioch™ has pointed out, when controls are im- 
posed, the therapist must be scrupulously honest in explaining to 
the patient whether he is acting for the patient’s welfare or his 


own, 
(IT) 

I had to tell you things by doing them instead of talking, because I didn’t 
dare let you know things about me. I was sure you would turn things 
against me and use what I said to hurt me. Also, no one ever paid any at- 
tention to what I asked for, but they usually did react if I did something. 
I wanted terribly for you to help me, but I had to be sure I could trust you. 

We schizophrenies say and do a lot of stuff that is unimportant, and then 
we mix important things in with all this to see if the doctor cares enough 
to see them and feel them. 

Until you controlled me and took care of me in your own way, I kept 
losing sight of you and thinking you were my old mother. When you actu- 
ally took care of me, I could feel the difference. I could realize that you 
would be a better mother and then I wanted to live. 

The schizophrenic patient can be looked upon as constantly send- 
ing out “feelers” into the environment to see if the people around 
him will understand and accept him. The patient longs to be ac- 
cepted but he is almost certain that people will hurt him. In Sec- 
tion II], Joan points out that the patient can stop being cryptic and 
bizarre as soon as he is sure that he will be accepted and loved. 
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Sullivan has described the same phenomenon, “I noticed that schiz- 
ophrenic patients were not schizophrenic when they were with me. 
That is they did not do any of the things that schizophrenic pa- 
tients are said to do.” 


One of the most difficult parts of treatment is to show a recogni- 
tion of the meaning of symbolic language or activity, without go- 
ing too far with insight that would produce hurt and fear. Until a 
very solid working relationship is established, it may be wisest to 
employ only the joint fantasy without interpretation. This plan 
has to be varied, of course, according to the degree of illness of the 
patient. 


(III) 


Patients laugh and posture when they see through the doctor who says 
he will help but really won’t or can’t. Posturing, for a girl, is seductive, 
but it’s also an effort to distract the doctor away from all her pelvie funce- 
tions. The patients try to divert and distract him. They try to please the 
doctor but also confuse him so he won’t go into anything important. When 
you find people who will really help, you don’t need to distract them. You 
can act in a normal way. I can sense if the doctor not only wants to help 
but also can and will help. [The patient stressed this. ] 

(What kind of help did you need?) Well, one thing was getting down 
to my need to be a boy. The very first interview you said something about 
a prick. I was terrified but it really was a great relief, even though I felt 
like an old rag in a gun closet. Most of my doctors had avoided it with me. 
You showed that you felt it was a problem that had to be cleared up. You 
knew I was terrified, but I knew you would go down to the depths with me. 
All my other doctors sat on the edge and fished. They waited for me to 
say things. That’s not fair. You went right abead. You were willing to 
get in with me. 

Patients kick and scream and fight when they aren’t sure the doctor can 
see them. It’s a most terrifying feeling to realize that the doctor can’t see 
the real you, that he can’t understand what you feel and that he’s just go- 
ing ahead with his own ideas. I would start to feel that I was invisible or 
maybe not there at all. I had to make an uproar to see if the doctor would 
respond to me, not just his own ideas. 

This is an extremely difficult passage to discuss, since Joan is 
dealing with the patient’s intuitive ability to contrast his own needs 
with the doctor’s ability to see and help him with these. The writ- 
ers believe that to date the only adequate description of these fac- 
tors is the one by Whitaker and Malone.® In any ease, there can 
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be no doubt that a patient can make progress with some physicians 
and not with others. The writers have, on several occasions, seen 
patients pick up rapidly when shifted to another physician or into 
multiple therapy.” 

The reference to a “prick,” in the second paragraph, relates to 
the fact that Joan always carried a knitting needle with her to the 
early interviews. The therapist made the suggestion, “Perhaps 
you feel safer if you have something to prick with.” As discussed 
in an earlier paper,’* this type of clarification gives the patient the 
enormous encouragement of realizing that the doctor can under- 
stand and accept his problems. Joan also points out the futility 
of “fishing”; that is, asking questions. 

Her comparison of herself to a rag in a gun closet seems a par- 
ticularly vivid example of the intense overvaluation of the phallus 
that is seen as a major problem in many girls suffering from 
schizophrenia, 


(IV) 


I hated you when you first came. So many other doctors had tried things 
with me and got discouraged that I had thought that now at last I would 
be left alone, in peace. But you just wouldn’t go away so I wanted to kill 
you. 

I couldn’t trust love, that’s why I kept planning ways to make you mad. 
You were too blank unless you were mad. That was more real and warm 
and genuine. I knew then you were sincere. When my parents loved me, 
they never saw the real me. They could only see and love what they wanted 
me to be. They could only love me by destroying the real me. In that 
business of the toy penguin, father wanted so much to do something nice. 
He tried so hard it made me want to ery. But he would only let me feel in 
his way of feeling. He wouldn’t let me have my own feelings. That is why 
love and destruction were the same thing to me. 

If I got mad at mother and father, and refused what they wanted, they 
would make me feel guilty by saying how hard they had tried and that I 
only wanted to hurt them. I just had to get away from that. Nobody 
seemed able to understand me. I thought I was just a hopeless mess, but 
somehow you made me feel that you could see and love the real me. 

The concept that love leads to destruction of the patient’s per- 
sonality and identity seems to be one of the most important prob- 
lems that has to be worked through for treatment to be successful. 
Mann and his colleagues“ have discussed this very clearly. Their 
conclusion is: 
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The patient could turn to neither parent for nourishment and support 
because the parent was either too distant and rejecting or too close and 
threatening. By too close and threatening we mean that the child so ex- 
elusively serves to fulfill the frustrated wishes of the parent that he feels 
his own identity as a person is threatened. 

The toy penguin mentioned in the text is related to an extra- 
ordinary episode which occurred at the time of Joan’s first visit 
home, after the clearing of the overt psychosis. In spite of the 
fact that Joan was a tall, handsome young woman of 19, her father 
brought her this doll as a present and insisted she carry it on the 
trip home. From this episode one can see the father’s overwhelm- 
ing unconscious need to convert her from a growing woman to a 
male child. 

It is almost impossible to describe or discuss what Joan calls the 
ability to see and love “the real me.” Rosen’ has summarized this 
as, “An ability to see the human being behind the facade of symp- 
toms”; the Emory group* call it “the ability to see the patient’s 
child self.” Some years ago one of the writers tried to describe 
this phenomenon” as seeing the “eternal truth in the spirit of 
man”—namely, a vital force still burning in the patient in spite of 
all attempts to crush it. In any case, it is apparently essential for 
treatment that the patient feel that the doctor can see this real self 
and be deeply interested in helping the patient to be his real self. 


(V) 


Hate has to come first. The patient hates the doctor for opening the 
wound again and hates himself for allowing himself to be touched again. 
The patient is sure it will just lead to more hurt. He really wants to be 
dead and hidden in a place where nothing can touch him and drag him back. 

The doctor has to care enough to keep after the patient until he does hate. 
If you hate, you don’t get hurt so much as if you love, but still you ean be 
alive again—not just cold and dead. People mean something to you again. 

The doctor must keep after the patient until he does hate, that is the only 
way to get started. But the patient must never be made to feel guilty for 
hating. The doctor has to feel sure he has the right to break into the illness, 
just as a parent knows he has the right to walk into a baby’s room, no mat- 
ter what the baby feels about it. The doctor has to know he’s doing the 
right thing. 

The patient is terribly afraid of his own problems, since they have de- 
stroyed him, so he feels terribly guilty for allowing the doctor to get mixed 
up in the problems. The patient is convinced that the doctor will be smashed 
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too. It’s not fair for the doctor to ask permission to come in. The doctor 
must fight his way in; then the patient doesn’t have to feel guilty. The 
patient can feel that he has done his best to protect the doctor; he can even 
feel it is O. K. to destroy the doctor. The doctor must say by his manner, 
‘‘I1’m coming in no matter what you feel.’’ 

The problem with schizophrenies is that they can’t trust anyone. They 
ean’t put their eggs in one basket. The doctor will usually have to fight 
to get in no matter how much the patient objects. It is wonderful to be 
beaten up or killed because no one ever does that to you unless they really 
care and can be made very upset. A person kills because he really wants 
the other to be resurrected, not just lie dead. 

Loving is impossible at first because it turns you into a helpless little 
baby. The patient can’t feel safe to do this until he is absolutely sure the 
doctor understands what is needed and will provide it. 

For the writers, one of the most difficult concepts encountered is 
that anger and fighting are a form of love. One might call this 
“warm hate.” Eissler’ speaks of “friendly aggression.” Appar- 
ently, for the schizophrenic, the only complete hate is “cold hate”; 
when people are withdrawn and out of contact. If the patient no- 
tices the doctor at all, it shows that the patient is interested in 
trying to develop some sort of contact. The greater the anger the 
patient shows at first, the greater will be the love he can show 
later. 

The writers believe that one of the principal reasons for Rosen’s 
success in the treatment of schizophrenia lies in just this area; 
namely, his absolute assurance that he can and should break into 
the patient’s psychotic world. Possibly the best summary of the 
problem lies in the proverb, “He who wants to do good knocks at 
the gate; he who loves finds the gate open.” 

Vitally important, also, is the fear of oral loving described by 
Fairbairn’ and Guntrip.’*® The only love that the severely-sick 
schizophrenic knows is love at the infantile level. Therefore, in 
order to love, he has to return to the terror of that level, with all 
its dangers of helplessness and incorporation. 

(VI) 

Hating is like shitting. If you shit, it shows you are alive but, if the doc- 
tor can’t accept your shit, it means he doesn’t want you to be alive. It 
makes him like a mother who can’t accept her child’s mess. 


A mother is like a toilet because she takes away the child’s mess. It used 
to terrify me to sit and wateh you, to see if you could handle all my hate 
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and shit, or whether you would be choked by it the way I was. I used to 
take cascara every day to get rid of as much shit as possible before you 
came. 

Little needs to be said about this passage, since it is clear that 
anger and defecation are closely related in the child’s mind. If the 
mother cannot accept these vital functions, then the child feels 
guilty for trying to be alive and function like a living person. Joan 
points out clearly the utter confusion the schizophrenic may have 
between emotions and their physical counterparts. 


(VII) 


You should never have stood by and let me torture you by crucifying 
myself and making you watch my suffering. You should have forced me 
to come down or at least thrown rocks at me. If you had spanked me I 
could have been mad and more alive. 

You were afraid that if you spanked me I would become more dead. Some 
people do spank to kill, but you could have spanked in order to warm me 
and make me more alive. It’s like slapping a new-born baby to make it 
breathe. By sitting quietly and watching me suffer, we go in a vicious cir- 
ele. You suffered because I suffered, and I felt guilty because you suffered, 
and the whole thing got worse and worse. Finally, the only thing left for 
me to do was to try to kill myself. 

When a patient is suffering, the decision as to whether to give 
comfort or to attack is often very difficult. Certainly, if the patient 
continues to suffer at a distance and will not let the therapist share 
in the suffering, then the therapist should start “throwing rocks.” 
Otherwise a vicious circle is established, with the patient not only 
suffering but also feeling guilty for making the therapist miser- 
able. This in turn increases the need to suffer. The therapist must 
break into this situation. An example of this is mentioned in the 
paper on multiple therapy.” 


The confusion of this sado-masochistic struggle is well summed 
up by Gibran” in his description of a madman: 


I cried to men, ‘‘I would be erucified!’’ 
And they said, ‘‘Why should your blood be upon our heads?’’ 
And I answered, ‘‘ How else shall you be exalted except 
by crucifying madmen?’’ 
And they heeded and I was crucified. And the crucifixion 
appeased me. 
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(VIII) 


Some people go through life with vomit on their lips. You can feel their 
terrible hunger but they defy you to feed them. 

It’s hellish misery to see the breast being offered gladly with love, but 
to know that getting close to it will make you hate it as you hated your 
mother’s. It makes you feel hellish guilt because, before you can love, you 
have to be able to feel the hate too. The doctor has to show that he can 
feel the hate but can understand and not be hurt by it. It’s too awful if 
the doctor is going to be hurt by the sickness. 

It’s hell to want the milk so much but to be torn by guilt for hating the 
breast at the same time. Consequently, the schizophrenic has to try to do 
three things at once. He’s trying to get the breast but he’s also trying to 
die. A third part of him is trying not to die. 

Here Joan describes some of the intolerable ambivalence that 
leads finally to catatonic rigidity. The patient longs to be loved 
and fed, but is terribly afraid of driving the therapist away by the 
hostile transference. 


(TX) 

You seemed to be just the kind of doctor I needed, but I couldn’t believe 
I could depend on you. All my other doctors had seemed dependable but 
they would be pleasant to me and then end up by sending me away or try- 
ing to arrange plans with my family behind my back. The plans were what 
my parents wanted and never were good for me. Finally I decided I’d 
never trust anyone again. For two years I closed myself up and froze so I 
wouldn’t feel anything. But no matter how mad I made you, you always 
came back and were always on time. You had to show me that you cared 
enough so that, if 1 went away, you would chase me and even beat me to 
make me come back. 

My other doctors just tried to make me a ‘‘good girl’’ and patch things 
up between me and my parents. They tried to make me fit in with my par- 
ents. This was hopeless. They couldn’t see that I was longing for new 
parents and a new life. None of the doctors seemed to take me seriously, 
to see how sick I was and what a big change I needed in life. No one seemed 
to realize that if I went back to my family I would be sucked back in and lose 
myself. It would be like the photograph of a big family group taken from 
far away. You can see that there are people there but you can’t be sure 
who is who. I would just be lost in a group. 

In this section Joan continues to discuss the patient’s vital need 
to be treated as a separate individual, not merely an offshoot of the 
family. Fromm-Reichmann™ has described this problem so well 
that it seems best simply to quote her directly: 
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Perhaps the greatest threat to a favorable outcome of psychotherapy with 
schizophrenics, which is directly attributable to the therapist, is the conven- 
tional attitude of many psychotherapists towards the question of the so- 
called social adjustment of their schizophrenic patients. The recovery of 
many schizophrenics depends upon the psychotherapist’s freedom from con- 
ventional attitudes and prejudices. These patients cannot, and should not, 
be asked to accept guidance toward a conventional adjustment to the cus- 
tomary requirements of our culture, much less to what the individual ther- 
apist personally considers these requirements. The therapist should feel 
that his role in treating schizophrenics is accomplished if these people are 
able to find for themselves, without injury to their neighbors, their own 
sources of satisfaction and security, irrespective of the approval of their 
neighbors, of their families, and of public opinion. This attitude is required 
because, as a rule, a schizophrenic’s recovery will not include the change of 
his premorbid schizoid personality to another personality type. Schizo- 
phrenia, in this sense, is not an illness but a specific state of personality 
with its own ways of living. 

I am convinced that many schizophrenics who remain ill could recover 
if the goal of treatment were seen in the light of the needs of a schizoid per- 
sonality, not according to the needs of the non-schizophrenic, conforming, 
good-citizen psychiatrist. 

(X) 

Meeting you made me feel like a traveler who’s been lost in a land where 
no one speaks his language. Worst of all, the traveler doesn’t even know 
where he should be going. He feels completely lost and helpless and alone. 
Then, suddenly, he meets a stranger who can speak English. Even if the 
stranger doesn’t know the way to go, it feels so much better to be able to 
share the problem with someone, to have him understand how badly you 
feel. If you’re not alone, you don’t feel hopeless any more. Somehow it 
gives you life and a willingness to fight again. 

Being crazy is like one of those nightmares where you try to call for help 
and no sound comes out. Or if you can call, no one hears or understands. 
You can’t wake up from the nightmare unless someone does hear you and 
helps you to wake up. 

Here one sees the vital importance of entering into the patient’s 
psychotic world far enough to be able to share his experiences. In 
more scientific terms Eissler’ puts it, “I did not impose on the pa- 
tient a language which was meaningless to him (secondary pro- 
cesses), but crystallized my contact with him around a nucleus of 
experiences in which the patient’s primary processes had become 
connected with my own.” The writers have found that a relation- 
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ship with a schizophrenic patient can be built up most rapidly if 
the doctor will talk in oral and infantile terms wherever possible; 
using the concepts of cold, hungry, lonely, frightened, weak, help- 
less and the like. Talking to the patient in the third person, as a 
mother would, is very important to strengthen the symbolic experi- 
ence. Thus, instead of saying, “I want you to eat,” the doctor 
should say, “Mummy wants her little girl to suck a lot of milk so 
that she can grow strong and beautiful.” Sechehaye** gives many 
good examples of this. 

One of the principal problems to be overcome, in efforts to in- 
crease the effectiveness of psychotherapy of the psychoses, centers 
around communication. In the past there has been a tendency to 
dismiss the patient as using “neologisms” or “bizarre gestures” or 
the like. Actually, if the therapist will take the time to listen to 
the patient, or observe him minutely, over a prolonged period, 
he will begin to see a “method in the madness.” As soon as the doc- 
tor can start to show his understanding, the patient can begin to 
feel hope. 


(XT) 


I needed to be controlled and know what you wanted me to be. Then 
I’d be sure you would want me. With my parents I couldn’t be a boy and 
they never made it clear what else they wanted me to be except that. So I 
tried to die by being catatonic. You should never have let me wear slacks. 
You even said I looked nice in them. I was sure you loved me like that and 
would be like my parents. 


I would go into those violent rages at you, early in treatment, because of 
a sense of desperate frustration. I longed for you to take care of me and love 
me, but I was sure I wasn’t lovable as a girl, and I knew I couldn’t really 
become a boy. I felt sure you would soon realize I wasn’t a boy and then 
_ you would go away. You seemed ready to feed me but then you never 
would. 


I felt like a moving picture projected on the wall. I only existed because 
you wanted me to and I could only be what you wanted to see. I only felt 
real because of the reactions I could produce in you. If I had seratched 
you and you didn’t feel it, then I’d be really dead. 

I could only be good if you saw it in me. It was only when I looked at 
myself through your eyes that I could see anything good. Otherwise I only 
saw myself as a starving, annoying brat whom everyone hated and I hated 
myself for being that way. I wanted to tear out my stomach for being so 
hungry. 
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Joan’s outstanding problem throughout treatment was a feeling 
that she could be more lovable as a boy. Apparently this idea had 
its roots in her earliest relationship with her mother. In the ac- 
companying poem, written during her psychosis, Joan describes 
her impression that if she had been born with a penis her mother 
would have wanted to embrace and suckle her. No real happiness 
could be expected, however; for, with the penis gone, the mother 
would withdraw, to leave Joan to ery alone. 


Swelling, reaching, 
grasping, clawing, 
licking, jealousy, 
the riddled sand, 
the waves, 

curling possessively, 
one by one, 
collapsed, 
exhausted 

on the shore, 


Lying on the sand 
a breath away, 
from the lapping 
of the waves, 

he watched. 


Out of this sea, 

he’d crept, 

startled, 

by the firm, unmoving sand 
beneath his feet, 

and by Night, 

undiscerning and sure, 
hanging thickly 

over all. 

Worn, 

with pushing outwards 

to the sand, 

and fighting 

each, restraining pull, 
until he’d reached the shore, 
he lay, 

watching the ocean, 

from which he’d come. 





224 SCHIZOPHRENIC PATIENT DESCRIBES INTENSIVE PSYCHOTHERAPY 


Nearer and nearer 

the waves crept. 

The ocean moved 

with warm and clasping motion, 
but the watery arm 

that stroked 

and drenched him, 

as he lay, 

was icy cold. 


Rearing, rising, 
the waves bespoke 
the ocean’s fury. 
Again, again 

the ocean strained 
and pulled, 
stroking him, 
lashing him 

as he lay. 


The ocean surged over him, 


drawing him 

to her breast. 

Over and over, 

he rolled, 

towards the ocean’s 
ensnaring bosom. 


At the possessive 

enveloping ocean, 
he sucked. 

The ocean sucked, 
with jealous fury, 
at him. 

They wrestled. 


They writhed 

and rolled, 

the ocean 

and himself. 

Until Night 

was almost gone, 
Then, the waves 
retreated, 

and the sea was calm. 
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Day came, 

with adventurous haste. 
The sun explored 

the sandy shore, 
enviously. 

The sea lay, 
victoriously complacent 
in the morning light. 


The figure, 
that lay 

on the sand, 
woke. 

The sun 
beat down, 
questionly, 
exploring, 
discovering, 
defining. 
She turned over on her tummy and wept. 


Joan was probably accurate in sensing the mother’s own great 
desire to obtain a penis, for the mother is a somnambulist who, in 
her sleep, frequently tries to urinate standing up. This type of sit- 
uation, where a neglected girl feels that her mother would have 
cared more for her if she had had male genitals, leads to a particu- 
larly intense form of penis envy, since, as Rosen has pointed out, 
it is based on a problem of life or death. The reasoning of the 
child is, “I must make mother want me so she will feed me, other- 
wise I will die.” In her psychosis, therefore, Joan became a boy. 


Treatment had to prove to her that she was a girl and could be 
loved as a girl; starting with her existence only as a wish in the 
therapist’s mind. Eventually, as described in Section XXV, she 
could test the therapist out more and more completely; thereby 
convincing herself that as a girl she did have power to please and 


attract people. Sechehaye*® describes this growth of self-esteem 
very well. 


(XII) 


I had to have control. I had to know you could control me. It was the 
only way I felt safe because I couldn’t control myself. I went wild when 
you seemed doubtful about this. That’s why I slashed my wrists. I thought 
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you didn’t care about my fear of my anger or you didn’t feel you could 
handle me, so I had to kill myself before I could harm you. After the big 
fight I felt much safer. I knew you were stronger than I. 

I needed terribly to feel safe as a little girl so that I could rebel and still 
wouldn’t need to punish myself. I could play at being grown up without 
having to be in complete self-control. Gradually I was able to lose my fear 
of not being able to control myself. 

My interviews were the only place where I felt safe to be myself—to let 
out all my feelings and see what they were really like without fear that you 
would get upset and leave me. I needed you to be a great rock that I could 
push and push, and still you would never roll away and leave me. It was 
safe for me to be bitchy with you. With everyone else I was trying to 
change myself to please them. 

The problem of controlling violent rage in a schizophrenic pa- 
tient is a very vital one. As Joan points out here, the therapist 
was at first unwilling to accept the fact that she had drives within 
her that were truly murderous. The “big fight” mentioned in the 
text went on for over an hour during which time Joan attacked the 
therapist almost continuously with such violence that he was hard 
put to it to protect himself, and her, from harm. Joan repeatedly 
clawed and bit at his chest. Three hours after the fight she had 
repressed the real memory and told of a “terrible nightmare” in 
which she had ripped off her mother’s breasts. The therapist, then, 
was unwittingly filling the role of a depriving mother. It cannot 
be emphasized too much how difficult it is to be aware of many of 
these problems when working with a patient who gives little or no 
verbal explanation. Rather, the therapist has to resign himself te 
feeling like a person traveling backward. He can see a good deal 
of where he has been but it is often impossible to see where he is 
or where he is going. Consequently, the therapist cannot “put on” 
a certain role; he has to hope that the patient can see within him 
the potential ability to fill the proper role eventually. 

Hindsight shows that all early hints as to anger and frustration 
over hunger should have been carefully handled in an effort to pre- 
vent the building up of these feelings till they reached the explo- 
sion point. With a disturbed patient, this cannot always be done, 
and the therapist should conduct his interviews with an assistant 
if the patient appears to be stronger than the therapist. Other- 
wise, there is real danger that the patient will commit suicide or 
injure the doctor. It should be clearly demonstrated to a disturbed 
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patient that he can be controlled, no matter what feelings come up. 

Since the patient is struggling with murderous forces, any un- 
willingness or inability on the therapist’s part to help the patient 
control these is taken as a sign of rejection. This will commonly 
lead to stagnation of treatment, as the patient can only handle 
these forces by means of regression. Whitaker and his col- 
leagues’* * have developed the use of multiple therapists as a val- 
uable therapeutic help for such problems. 

Intensive therapy must do more than clarify and fill emotional 
needs, it must also give the patient an opportunity to experience 
and learn to handle primitive drives. Due to fear, the patient has 
had to repress a great deal of aggression and this tends to come out 
in its primitive form during the course of therapy. As Joan points 
out, she had to feel sure of control and freedom from fear of re- 
jection before she could release these drives. 


(XITT) 


I was terrified that day that I suggested we both sit on the floor and you 
agreed, because I knew if I got down I’d never be able to get up without 
help and I wasn’t sure you could get up again. I knew I couldn’t help you 
get up. I would only be able to crawl. 

Joan is here describing a very dramatic incident that occurred 
as she began to expose her infantile needs. The interview started 
with her saying that she wished that she could learn to say “hello” 
properly. The therapist agreed this would be a great help. Joan 
suggested that she could say “hello” better if they both could sit on 
the floor. The therapist agreed that this sounded fine and pro- 
ceeded to sit on the floor. Immediately, Joan went into a severe 
panic which she finally explained, months later, in this passage. 

This episode bears out the statement, in Section XIV, that the 
patient both desires and fears regression. 


(XIV) 

You should have made it clear that I would have to feel and think like a 
baby ; that I would have to start in infancy and live my life all over again. 
Then I could know that eventually the past and the present would fit all 
right. For most people, nothing that happened before the age of six seems 
important. For the schizophrenic, nothing that happened after the age of 
six seems important. 

The majority of schizophrenics are struggling with three con- 
flicting drives. Part of these drives wants to be a boy, part wants 
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to be a girl, and part a baby. As Joan has pointed out, the simul- 
taneous presence of all these drives leads to immense confusion. 
In therapy it seems to be important to clarify the last drive first of 
all. Infantile strivings tend to be very frightening to the patient, 
since they threaten to return him to a state of nothingness or help- 
lessness in the face of danger of harm from malevolent people. 

Much of the psychiatric teaching in the past has tended to stress 
the regression and infantile desires seen in psychotics. Actually, 
with the majority of patients, it is often intensely hard to lead 
them to face and accept their infantile needs. One woman patient, 
when offered a nursing bottle, burst into tears and exclaimed, “Oh, 
I shouldn’t want that, I’m much too big now. I ought to be satis- 
fied with cigarettes.” After lengthy discussion and reassurance 
about the concept of the infant in the adult, she was able to en- 
joy nursing for a period of about six weeks, after which she began 
to move ahead rapidly. 

The writers’ present trend in treatment is to encourage, during 
the interviews, a “therapeutic regression” to infancy which, as 
Joan points out in Section XV, fills in the faults in the patient’s 
foundations so that a new personality structure can then be built 
solidly. Most of the therapy in this period consists of acting out 
the role of a good mother, with little in the way of interpretation, 
since most of the relationship is pre-verbal.* Kochis* has worked 
successfully with a woman who had regressed profoundly to the 
point of mutism, bed rest, soiling and sucking. In short, she was 
completely infantile, and treatment at first was entirely that of 
“mothering.” 

In Joan’s case the infantile experience consisted of being held 
and given a nursing bottle of milk, once a day during her interview 
time, over a period of six weeks. Next came a four-week period 
when she was fed one meal a day by spoon. 

(XV) 

By feeding me you gave me the strength to love or hurt you as much as 
I wanted, but you didn’t mind. This was terribly important. I watched 
carefully while you nursed me to see if you got thinner. I had to be sure 
that I wasn’t taking too much. I’ll never forget the day your suit seemed 
tight and you agreed you were getting too fat. It made me feel so safe. 

You wanted to feed me so you wanted me to live. Mother is dry, like 
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the desert. She loves the desert. She never nursed me. With you it was 
the first time I ever sucked a breast. 

No one seemed to understand that I couldn’t go ahead and grow up until 
all the holes from the past were filled up. I couldn’t go ahead until I had 
a chance to feel safe and happy as a baby. You have to go down before 
you can come up. When you feel sure you belong to someone, everything 
else works out all right. If you’ve once been loved, you never forget it. 

You have no idea how the warmth of your body would bring me back 
from my crazy world. It would change my whole picture of life when you 
held me. I had been so sure that no one could ever give warmth to me. 
You made everything look different. 

When my violent feelings became too strong, I would have to close down 
on all my feelings. I would become cold and dead. I would even lose my 
love for you. At these times the only thing that seemed real about you was 
the physical warmth of your body when you held me. 

Everyone should be able to look back in their memory and be sure he had 
a mother who loved him, all of him; even his piss and shit. He should be 
sure his mother loved him just for being himself; not for what he could do. 
Otherwise he feels he has no right to exist. He feels he should never have 
been born. 

No matter what happens to this person in life, no matter how much he 
gets hurt, he ean always look back to this and feel that he is lovable. He 
can love himself and he cannot be broken. If he can’t fall back on this, 
he ean be broken. 

You can only be broken if you’re already in pieces. As long as my baby- 
self had never been loved then I was in pieces. By loving me as a baby, you 
made me whole. 

To the schizophrenic patient, milk equals love, equals life. Joan 
was never nursed by her mother who developed a postpartum de- 
pression and had to be hospitalized. Very terrifying for the pa- 
tient, are these struggles over parasitism and incorporation, the 
management of which has been well described by Scott.” Joan has 
stressed that the happy nursing experience with her therapist was 
the most important single part of her therapy. So vital was this 
to her, apparently, that she has converted the memory of the nurs- 
ing bottle that he employed into a memory of his actually having 
a breast she could suck. 

Spitz, in his motion picture Grief,?> demonstrates infants who re- 
semble psychotics; yet the whole “disease picture” clears up spon- 
taneously upon the return of the mother. To the writers, Joan’s 
statement, “When you feel sure you belong to someone, everything 
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else works out all right,” is strongly suggestive that the main force 
that acts in the clearing of the grossly psychotic symptoms in an 
adult patient is the feeling of having found the good mother. 

A dramatic example of this drive to recapture a close relation- 
ship to a mother occurred in the treatment of a young paranoid 
woman. For several months she had remained cold, distant and 
belligerent. Finally, at the end of her interview one day, she came 
to the therapist and embraced him with desperate force, pressing 
her face against his chest. So powerful was the emotional situa- 
tion that the therapist retreated into reality with the statement, “I 
certainly hope we can get your problems straightened out.” To 
this the patient replied angrily, “I’m too busy helping a lost lamb 
find its mother to be able to think about that.” Her rebuke seems 
completely justified, since the therapist was trying to withdraw to 
an adult, intellectual level instead of encouraging the patient to fill 
her primitive emotional needs. 

Maholick” tells of a paranoid patient who became free of overt 
psychosis after only two interviews, in which a nursing bottle was 
employed. 


(XVI) 

If you could have given me a bath it would have helped me to accept my 
body much sooner. You could have been mummy and there would have 
been no danger and guilt about liking my body. You could have shown 
that you liked my body; then I could have liked it. 

I kept asking you to beat me because I was sure you could never like my 
bottom but, if you could beat it, at least you would be accepting it in a sort 
of way. Then I could accept it and make it part of me. I wouldn’t have to 
fight to cut it off. 

In this passage, Joan seems to bear out completely the concept 
of Sechehaye* that the child develops primary narcissism by means 
of incorporating the love of a good mother. If, instead, the child 
incorporates a mother who hates him, the child can never love him- 
self. In both this case and Sechehaye’s, the giving of the bath 
seems to be an important method for conveying maternal love and 
admiration. It’s as though the child were saying, “I can only love 
what mummy loves.” 


(XVII) 
Being nursed was as good as an orgasm. It left me all relaxed and happy. 
The world looked real and pleasant. I could fall asleep comfortably. But 
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the bottle had to be given by you with love. It wasn’t just the milk that 
helped. It was the feeling that I had a mother who loved me. 

Some mothers just screw their babies with the breast. They jam the 
breast into the baby’s mouth to shut him up without finding out why he’s 
erying. 

Joan again reiterates the importance of the emotional compo- 
nents in a nursing experience, not just the food. The idea that suck- 
ing forms the foundations for later genital orgasm bears out well 
the statement quoted by Freud :* 

‘*One cannot describe the enjoyment that goes through the entire body 
when one sucks one’s thumb; one is far from this world; one is absolutely 
satisfied and supremely happy. It is a wonderful feeling. One only wishes 
quiet ; quiet that nothing can interrupt. It is simply indeseribably wonder- 
ful; one feels no pain, no sorrow, and oh! one is transported into another 
world.”’ 

Joan’s picture of the mother raping the child by means of the 
breast seems to corroborate the concept of the aggressive, phallic 
mother described by Freud and by Brunswick.” “Thus the sex of 
the child is immaterial; and it is to be noted that the role of the 
mother, at this time prior to sexual differentiation, is not feminine 
but active.” 


(XVIII) 


3v feeding me good milk you changed the shit inside me so it wasn’t bad 
and dangerous any more. I didn’t have to be so afraid of getting close to 
people any more. When I was crazy, I felt sure 1 was full of poisonous 
shit that had spread all through my body so that I would harm anyone who 
came close to me. 


Joan is here dealing with a subject which is not yet very clear 
to the authors. Apparently, if the infant has a good mother, then 
the milk equals love and forms healthy incorporated personality 
traits (good feces). However, if the child takes in hate along with 
the milk, his developing personality will be hostile. The sadism 
(poison) spreads all through the child who comes to look upon him- 
self as a hateful and dangerous person. 


To rectify this situation, the therapist cannot simply “clean out” 
the bad material, because that leaves the patient feeling completely 
empty. As Sechehaye*® has also found, exploratory or analytic 
therapy is looked upon by the patient as a “catharsis,” a cleaning- 
out process. Sechehaye’s patient, Renée, put it in these terms, “In 
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fact, you will take away all the badness and then there will be noth- 
ing left in me, because there is nothing good in me.” 

it may well be that the crux of the difference between the ther- 
apy of the neuroses and the psychoses lies right in this area. The 
neurotic patient has sufficient integrity of the personality to stand 
the process of having the “bad material cleaned out.” The psy- 
chotie patient has to be filled with good material (the experience 
of being loved) which can alter and replace the bad material. Per- 
haps a generalization can be made in these terms; psychotic prob- 
lems have to be dealt with predominantly by a “mother,” whereas 
neurotic problems can be worked out with a “father.” Certainly, 
in this case, Joan became free of overt psychosis after the oral and 
anal deprivations were filled. Her Oedipal struggles were worked 
out in an increasingly verbal and orthodox form of therapy. This 
would fit exactly what we know of psychosexual development, since 
the relationship with the mother is originally nonverbal and bio- 
logical, whereas the relationship with the father is much more ver- 
bal and adult. 

(XIX) 

You opened the doors for me to grow that day when you admitted that 
you had doubts and uncertainties about me. I realized that you needed me 
to reassure you; that you could want me as a mother, not just a child. You 
allowed the baby and the mother in me to come together. 

It was such a tremendous relief when you didn’t have to be God any more. 
Before, I had to see you every day to be sure you were all right and still on 
your throne. I had to be sick so you could pretend you were wearing your 
long white coat. Any day that we were equal—that we gave and received 
equally—left me satisfied for at least a week. As soon as you could admit 
that you could be sick and have problems, then I could be the doctor or the 
mother at times. That allowed me to grow up from being your baby. 

As long as you were safe, high above my suffering, I could only rage at 
you. When you comforted and reassured me, you seemed a thousand miles 
away, in a different world. As though I were in hell and you reached down 
and patted the top of my head. Your fear of coming down with me made 
me feel more dreadful and hopeless. 

As soon as you openly showed weakness and uncertainty, my rage could 
turn to sympathy. I could feel with you. If you were God on a throne, 
I didn’t think you could go down with me and feel what I felt. For me to 
go down alone into my problems just made us farther apart and made me 
desperate. I had to know you could go down with me into the suffering 
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and the mess, to help me come up again; not just sit by and watch and 
pity me. 

I had to force you to see that you felt angry and frightened more often 
than you admitted. When you hid your feelings under the appearance of 
loving and caring, it made you seem dead. I was terrified. It wasn’t the 
real you at all. It wasa mask. I had to make you mad to keep the real you 
from dying; to make you really you. 

Joan is here speaking of a change in technique that came rather 
gradually after the sixth month of treatment. At first the ther- 
apist had used a directive, controlling approach which, as Joan 
points out, she had needed. Then the therapist became more of a 
good, feeding mother; but still an omnipotent figure. This final 
alteration, described here, led to a more co-operative type of re- 
lationship. The close resemblance to Groddeck’s experience® 
seems worthy of note: 


In Fraulein G.’s case everything went on quite differently from the start. 
Her childlike attitude towards me—indeed, as I understood later, it was 
that of a child of three—compelled me to assume the mother’s role. Cer- 
tain slumbering mother-virtues were awakened in me by the patient, and 
these directed my procedure. Later on, when I came to look into my own 
medical activities more searchingly, I discovered that often I had been 
foreed by mysterious influences of this kind to adopt some other attitudes 
than the paternal one towards my patient, although consciously and theo- 
retically I held the firm conviction that the doctor must be friend and 
father, must control his patients. 

And now I was confronted by the strange fact that I was not treating the 
patient, but that the patient was treating me; or, to translate it into my own 
language, the It of this fellow-being tried so to transform my It, did in 
fact so transform it, that it came to be useful for its purpose. 

Even to get this amount of insight was difficult, for you will understand 
that it absolutely reversed my position in regard to a patient. It was no 
longer important to give him instructions, to prescribe for him what I con- 
sidered right, but to change in such a way that he could use me. 

It seems essential, then, that the doctor be able to change his role 
in the relationship to fill the patient’s current needs. It is impor- 
tant for a woman to have a happy infancy, but it is equally impor- 
tant for her to be able to feel like a mother and therapist. Seche- 
haye® has described the same phenomenon when she allowed the 
patient to treat her laryngitis. The patient experienced a tremend- 
ous increase in self-esteem. She felt she had something to con- 
tribute. 
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In fact, for a patient to give up his psychosis, it may be essential 
that a see-saw relationship be lived through, with the patient be- 
coming ever more aggressive and directing, while the therapist be- 
comes ever less omnipotent. 


Fitzgerald has given a particularly vivid description of this 
phenomenon. Whitaker and Malone® also encounter it. Possibly 
a whole lifetime of relationship is experienced, with the child- 
patient becoming mature, while the parent-physician becomes old 
and weak. In this way, the stunting influence of the original par- 
ents is counteracted, and the child is allowed to grow. 


Argument and reassurance are worse than useless. If a patient 
believes he is in hell, in danger of being burnt up, the doctor must 
go along with this and share the misery of the situation. One must 
enter into the psychotic world in order to feel close to the patient. 
Reassurance just pushes him away, since, to the patient, the delu- 
sion is reality. If the therapist can’t even see what he sees, the 
patient feels more alone and hopeless than ever. 

(XX) 

The first time I cried, you made a terrible mistake; you wiped away my 
tears with a handkerchief. You had no idea how I wanted to feel those 
tears roll down my face. At last I had some feelings that were on the out- 
side. If only you could have licked my tears with your tongue, I would 
have been completely happy. Then you would have shared my feelings. 

Joan here gives a fascinating example of the schizophrenic’s con- 
fusion between an emotion and its physical components. Appar- 
ently, at first, Joan could only feel the physical element of grief 
(tears). She was proud of being able to externalize these feelings 
and longed to have the therapist share them with her on a primi- 
tive, oral level. 


(XXI) 


I never had anyone that I could love and show them that I loved them as 
much as I wanted. Mother always pushed me away and told me to stop 
pawing her. It left me all bottled up. You were strong enough to stand 
my love. I could hug you as hard as I wanted and you weren’t upset. I 
could feel free to burst out and say, ‘‘I love you.”’ 

Father either ignored me or treated me like a grown woman. He would 
talk to me about his business problems which I didn’t understand. When 
mother was away he would bring me presents of candy or flowers. 
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In this passage, as in Section IV, Joan bears out closely the sug- 
gestion of Mann, Menzer and Standish“ that the parents of the 
schizophrenic either reject him or are seductive and engulfing. 
Joan never felt loved for what she actually was, a lovable little 
girl. Either she was rejected as a pawing nuisance, or she was 
courted like a grown woman. The parents could only “use” her 
according to their personal needs. 

During the course of treatment it seems vital, as Sechehaye® has 
pointed out, that the therapist react appropriately to all the pa- 
tient’s levels of development so that the patient can grow up in an 
atmosphere of understanding and love. 


(XXII) 

In the interviews, when not pressed by a time limit, I felt finished sooner. 
I needed a period at the end to calm down. I needed to know I was more 
important than the clock. 

The timing of interviews, both as to frequency and duration, 
seems to the writers to be a tremendously important subject about 
which very little is known. Some day they hope to be able to write 
further about this. At the present, they can only say that they 
follow the guidance of the Emory group.‘ These therapists point 
out that a patient may start his interview in a bizarre or chaotic 
state which will gradually improve to permit an optimal period of 
contact; following which the patient or therapist tires, and the re- 
lationship gradually deteriorates again. They advise planning the 
termination of the interview when this loss of contact sets in. In 
this way the patient is not subjected to an undue amount of the 
strain that is necessary to maintain emotional contact and also is 
given a chance to “calm down” before the end of the interview. 

Joan corroborates this concept. Early in therapy, daily inter- 
views of an hour’s duration were employed. As she points out, this 
rigid time limit put her into a state of conflict. She desired a 
shorter interview, but she could not stand the rejection involved in 
the therapist’s leaving before the hour was up. In fact she re- 
peatedly tried to hold the therapist beyond the hour to show that 
she was “more important than the clock.” 


(XXIII) 


When a girl doesn’t want to walk, it’s because she doesn’t want to realize 
that there is nothing swinging between her legs. She would like to be 
paralyzed from the waist down. If her legs are dead, then her genitals are 
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dead too. She won’t have to think of them again. I hated to walk. I could 
feel my thighs rubbing and that made me remember my genitals. I hated 
you for making me walk. 

Patients dribble and smear their food or smear their B. M. in an effort 
to test it out. They want to get to know what is going in and coming out 
of them. They want to get acquainted and know what it feels like on the 
outside. Then they can feel safe when it’s inside. It’s terribly frightening 
not to know what may go on inside. 

I used to beg to go outdoors because I needed to be warmed by the sun. 
It’s terrible to feel empty and cold inside. Rainy weather is very hard on 
the patients because it forces them to look inside themselves for warmth, 
but they can’t find any. It helped me a lot to lie on the beach because then 
I could feel that mother was holding me and giving me warmth and life. 

Joan here gives us some valuable insight into certain psychotic 
behavior that had seemed quite inexplicable and annoying to the 
therapist and hospital personnel. 


(XXIV) 


When I was catatonic I tried to be dead and gray and motionless. I 
thought mother would like that. She could carry me around like a doll. 

I felt as though I were in a bottle. I could feel that everything was out- 
side and couldn’t touch me. 

I had to die to keep from dying. I know that sounds crazy but one time 
a boy hurt my feelings very much and I wanted to jump in front of a sub- 
way. Instead I went a little catatonic so I wouldn’t feel anything. (I guess 
you had to die emotionally or your feelings would have killed you.) That’s 
right. I guess I’d rather kill myself than harm somebody else. 

There seems to be no doubt that schizophrenia acts as a self- 
preservatory defense mechanism that the patient can use when 
threatened by overwhelming emotional traumata.’ It would seem 
likely that this factor could go a long way toward explaining the 
high incidence of relapse following a regimen of therapy that em- 
ploys only shock treatment without adequate insight. In such a 
regimen, the patient never learns new methods of handling a 
threatening situation. The element of “life-or-death” and the des- 
perate importance of the emotional ties (described in Rosen’s 
book) cannot be overestimated. 

Also made clear are the patient’s powerful super-ego and her 
need to turn hostility against herself.” 

This statement of Joan’s would give one the impression that 
catatonia is entirely under voluntary control, but such is not true. 
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One of the major turning points in her treatment came on the day 
that she arrived for her interview in a state of great anger, fear 
and bewilderment—stating that she could no longer “go catatonic.” 
She has never been able to explain why this change occurred but 
it would seem that her ego had grown strong enough so that she 
was able to give up such a drastic and primitive defense mech- 
anism. 

An interesting group of psychosomatic phenomena tend to bear 
out her effort to be “dead and gray.” At the start of intensive psy- 
chotherapy, her color was consistently an unhealthy gray. For 
some time she had also shown marked abnormalities of her basal 
metabolic rate. In 1947, it was found to be minus 25. Dessicated 
thyroid, 100 mg., was prescribed, and this elevated the reading to 
minus 20. She maintained this level until the summer of 1949 
when, as she began to come out of the psychosis, her color im- 
proved, and her basal metabolic rate began to rise. By the spring 
of 1950 the rate was plus 5 with the same amount of medication, 
and, by the spring of 1951, was plus 5 without any medication. 

(XXV) 

I had to be able to tease you sexually so that I could be sure that I really 
was attractive, but before I could do this I had to be sure that nothing bad 
would come of it. When I lunged and wrestled with you and bit you, it 
was very close to intercourse. 1 was thinking of a stallion and a mare and 
how they rear and kick and bite. It would all be terribly intense and ani- 
mal and beautiful. The animal part of me would rise to meet the animal 
part of you. That would be the only way I could have orgasm. It would 
be too violent to do it as people. 

If you had actually serewed me it would have wrecked everything. It 
would have convinced me that you were only interested in pleasure with my 
animal body and that you didn’t really care about the part that was a person. 
It would have meant that you were using me like a woman when I really 
wasn’t one and needed a lot of help to grow into one. It would have meant 
you could only see my body and couldn’t see the real me which was still a 
little girl. The real me would have been up on the ceiling watching you do 
things with my body. You would have seemed content to let the real me 
die. When you feed a girl, you make her feel that both her body and her 
self are wanted. This helps her get joined together. When you screw her 
she can feel that her body is separate and dead. People can screw dead 
bodies, but they never feed them. 
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The problem of handling the sexual drives of a schizophrenic 
woman can be a very great one. In this case, the “teasing” con- 
sisted of disrobing, erotic posturing and pleading for sexual inter- 
course. Such advances cannot be rejected roughly or moralisti- 
eally, since it is vitally important for a woman to be sure that she 
is physically attractive. She also needs to reassure herself that 
sexual feelings do not automatically lead to a violent, bestial situa- 
tion. On the other hand, too much permissiveness, leading to erotic 
intimacy, convinces the patient that men are animals who are only 
interested in physical pleasure. 

The authors find that these conflicting needs can be satisfied if 
the therapist will express sincere praise of the patient’s physical 
charms and enter into a warm joint fantasy’ showing that sexual 
intercourse with her would be enjoyable. On the other hand, it can 
be pointed out that intercourse has never cured schizophrenia. 
Since proper treatment is essential for the patient’s welfare, the 
doctor is not going to take any chances of doing something that 
might interfere with treatment. 


In this passage Joan shows very clearly the schizophrenic split 
between the “real” her and the sexual, animal self. It is vitally im- 
portant for the patient to be able to experience this latter part of 
herself in a warm, constructive setting, so that all these forces can 
be accepted and integrated into the total personality. Joan is here 
describing the period when she was beginning to use the therapist 
as a good father. 


(XXVI) 


It was terribly hard for me to stop being a schizophrenic. I knew I 
didn’t want to be a Smith [her family name] because then I was nothing 
but old Professor Smith’s granddaughter. I couldn’t be sure that I could 
feel as though I were your child, and I wasn’t sure of myself. The only 
thing I was sure of was being a ‘‘catatonic, paranoid schizophrenie.’’ I had 
seen that written on my chart. That at least had substance and gave me 
an identity and personality. (What led you to change?) When I was sure 
that you would let me feel like your child and that you would care for me 
lovingly. If you could like the real me, then I could too. I could allow 
myself just to be me and didn’t need a title. 

I walked back to see the hospital recently, and for a moment I could lose 
myself in the feeling of the past. In there I could be left alone. The world 
was going by outside, but I had a whole world inside me. Nobody could get 
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at it and disturb it. For a moment I felt a tremendous longing to be back. 
It had been so safe and quiet. But then I realized that I can have love and 
fun in the real world and I started to hate the hospital. I hated the four 
walls and the feeling of being locked in. I hated the memory of never being 
really satisfied by my fantasies. 

Here again, as in Sections IX, XI and XII, Joan tells of her lack 
of identity. In her family, the grandfather was constantly held up 
as a paragon of virtues and ability. Even Joan’s mother had made 
a fetish of male scholasticism, up to the point of living in a men’s 
dormitory at a college for a year. 

Faced with such pressure to be masculine and scholarly, Joan 
found no one with whom she could identify, so that she felt as if 
she were nothing. Her title of paranoid and catatonic schizo- 
phrenic gave her a sense of individual achievement. In her illness, 
she could build up a world of her own which she could control so 
that it would not hurt and reject her as reality had. However, 
when the therapist showed that she could be loved for herself alone, 
even in the form of a mere baby, then she could give up the role of 
a schizophrenic and become her real self. Sechehaye* has described 


particularly well the patient’s need to be loved, as a child by a 
mother, before the patient can love himself. 


Joan’s feelings of weakness, helplessness and nothingness are 
vividly described in the following poem, written during the psy- 
chotie period. One can see the weakness of her ego boundaries and 
body image with the resulting tendency to merge herself with the 
environment, 


There is no gentleness, no softness, no warmth 
in this deep cave. 

My hands have felt along the cave’s stony sides, 
and, in every crevice, there is only black depth. 
Sometimes, there is almost no air. 

Then I gasp for new air, 

though, all the time, I am breathing 

the very air that is in this cave. 

There is no opening, no outlet, 

I am imprisoned. 

But not alone. 

So many people crowd against me. 

A narrow shaft of light streams into this cave, 
from a minute space between two rocks. 
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It is dark in here. 

It is damp and the air is so very stale. 
The people, in here, are large, enormous. 
They echo themselves, when they talk. 
And their shadows, on the cave walls, 
follow them, as they move. 

I don’t know what I look like, 

nor how these people look. 

These people step on me, 

sometimes, by careless mistake, 

I think. I hope. 

They are heavy people. 

It is getting tighter and tighter in here. 

I am frightened. 

If I get out of here, it may be terrible. 
More of these people would be outside. 
They would crush me, altogether, 

For they are even heavier than those, 

in here, I think. 

Soon, the people, in here, will step on me, 
(by mistake, I think) so often, that 

there won’t be much left of me, 

and I shall become part of the cave walls. 
Then, I shall be an echo and a shadow, 
along with the other people, in here, 

who have become echoes and shadows. 

I am not very strong any more. 

I am frightened. 

There is nothing for me, outside of here. 
The people are bigger and would push me 
back into this cave. 

The people, outside, don’t want me. 

The people, in here, don’t want me. 

I don’t care. 

The cave walls are so very rough and hard. 
Soon, I shall be a part of them, hard and 
immovable, also. So very hard. 


I ache from being stepped on by the people, 

in here, but they don’t mean to step on me, 
and it’s just a careless mistake that they do, 

I think, I hope. 

It might be interesting to see what I look like. 
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But I can never get into that shaft of light 
that creeps in this cave, because the people 
block my way, by mistake, I think, I hope. 
But it might be terrible to see what I look like. 
Because, then, I might see that I am like 

the other people, in here. 

I am not. 

I hope. 


Strip this cave! 

Strip it of all its cruel edges, 

that bruise and cut my limbs. 
Pour light into it. 

Cleanse it! 

Get the echoes and shadows out! 
Drown the people’s murmers! 

Blow the cave up! With dynamite! 


No, don’t—not yet. 

Wait, until I stand up, in this corner. 
Now, I am walking. 

There, I have stepped on you, 

and you, and you, and you!! 

Do you feel my heel? 

Do you suffer from a kick? 

Ha! Now, I’m stepping on you! 

Are you crying? 

Good. 

So did I. 

There! There is no cave. 

It is gone. 

But where did I go? 

I cannot find me. 

Where am I? 

Lost. 

And all I know is that I am cold, 

and it is colder, than when I was in the cave. 
So very, very cold. 

And, the people,—they have walked on me, 
as though I wasn’t there, among them,— 
by mistake, I think. I hope. 

Yes, I want the cave. 

There, I know where I am. 

I can grope, in the dark, 
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and feel the cave walls. 
And the people, there, know I’m there, 
and they step on me, by mistake,— 
I think, I hope. 
But, outside,— 
Where am I? 
(XVIT) 

A woman needs an excuse to feel angry. If the doctor is too kind, she 
feels guilty about her anger, and all the fun and life are taken out of the 
fight. It’s important for a woman to be able to fight without guilt. It 
feels good to hate and to fight. People need practice in hating without 
guilt and fear, just as much as loving. 

This passage brings up a serious technical problem. Early in 
treatment the doctor may feel the conscientious devotion of the 
nursing mother. However, as the patient grows, the therapist will 
change from mother-love to “smother-love” if he is too tolerant 
and warm when the patient is being hostile. As Joan puts it so 
well, the therapist must allow the patient to experience anger as 
well as love, as the patient grows into the more sadistic and ag- 


gressive phases of personality development. 


(XXVIII) 

Later I came to realize that I could work out my problems for myself, 
but I was afraid to do it alone. I was afraid I would see something that 
was too big or too horrible. I needed you to help me realize that the prob- 
lem wasn’t too powerful for me or that I wasn’t too awful for having things 
like that inside me. I could only believe that I was lovable because you 
loved me in spite of everything. 

This statement refers to the period where Joan was shifting 
from psychosis to neurosis. Her ego was beginning to strengthen 
but she shows how essential it is to give the patient the proper sup- 
port in his struggle with his illness. Freud** has summarized most 
clearly the patient’s need for an ally: 

Our plan of cure is based upon these views. The ego has been weakened 
by the internal conflict; we must come to its aid. The position is like a 
civil war which can only be decided by the help of an ally from without. 
The analytical physician and the weakened ego of the patient, basing them- 
selves upon the real external world, are to combine against the enemies, the 
instinctual demands of the id and the moral demands of the super-ego. 

In an earlier poem, Joan was able to dramatize very clearly this 
desperate struggle among ego, id and super-ego. 
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Anger—against circumstance, 
And hate of Self, 

Gather in one aching mass, 
From all the swollen recesses 
Of human feeling. 


Self cries out in fear 

Of coming violence. 

Hold steady, Reason warns 

Against the rising fever of intensity. 
Wait, pleads Reason once again ; 
There is no need for all this. 

Wait, and in the calm of thought, 
Intellect will find a way to cope 
With merciless reality. 


The feverish climbing mass pauses 
Hopefully— 

Yet no satisfactory thought presents itself. 
No appeasal comes. 

The flames of heated feeling 

Lick tauntingly at Reason 

Till there is no shred left 

That fire has not consumed. 

And now, Emotion dominates! 


The fire spreads, 

Causing Self 

To twist and turn; 

Seeing reflected in the sheen of heat 
The raw and ugly wounds 

Of hate and pride. 


There is no love 

To save the Self 

From accusation, guilt, disdain. 
If there was love before, 
There is none now. 

It is burned, destroyed ; 
And hate now rules 
With devastating hand. 
So Self writhes 

In agony of despair, 
The heat of fire 

Is at its peak 
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And Self can take no more. 
Turning again and once again, 
In upon itself 

It seeks destruction. 


A force, forgotten 

In the reign of fire, 
Gathers; and quietly, 
Without heat, 
Opposes fearlessly 
The destructive fire. 


This force, a liquid torrent, 
Creeps upon the foe. 

And, in the crashing 

Of the two, together, 

The fire of Emotion 

Trembles and strains 

The searing, tearing strength 

Is weakened 

And tears wash 

The Agony wounds 

Clean of infecting rage. 

Self is now an empty shell 

With only sears of passed Emotions. 
Weak, exhausted, passive, limp; 
Self is drowned in raining floods. 
All that is left 

Is weary calm; 

Until, another time, 

Within the deep recesses 

Of human feeling 

The fire leaps again. 

Now there is nothing 

But the stain of tears 

On Self’s fierce battleground. 


After her primitive needs had been filled, Joan’s wild outbursts 
of frustration decreased. Also the harsh condemnations of her 
primitive super-ego could be reduced. Joan has finally become 
able to give and receive warmth freely, without fear of being over- 
whelmed by instinctual drives or bitter criticism. Her “Self” is 
now sufficiently strong and flexible to handle her emotions without 
any need to withdraw into the “weary calm” of catatonia. 
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Discussion 


Hindsight shows that in this case the therapy of the period of 
overt psychosis fell into three principal phases. At the start, Joan 
presented chiefly the picture of catatonic withdrawal or of belliger- 
ent masculine identification, so that the work of therapy centered 
around efforts to help her control her aggression and overcome her 
fear of being hurt again if she established a human relationship. 
The therapist had to be tested at length until he proved he was de- 
pendable and would always strive to do what was necessary for her 
welfare. 

Once Joan was sure that she could depend on the therapist, she 
began a process of replacing the deprivations of the original oral 
period through a new mother-infant experience. This she describes 
as the really vital relationship which enabled her to feel like a girl. 
She could only be a girl if she started with a mother who could love 
her as a girl. 

The third phase, or period of growth, went on slowly and almost 
imperceptibly. Joan was free of overt psychosis by the time she 
began to use the therapist, less as a mother and more as a good 
father who could convince her of her ability to be attractive and 
successful as a woman. She entered reality solidly, when she could 
again see the therapist as a doctor and the relationship became 
more co-operative and adult. 

One of the features of this case that strikes the authors as im- 
portant is its close similarity to Sechehaye’s experience, though 
they were unaware of her work at the time. Both her patient and 
theirs stress the absolute necessity for a happy infantile experi- 
ence with a good mother before the patient can begin to grow 
toward adult reality. It seems likely that this is one of the basic 
common features, in the therapy of schizophrenia, that Eissler’ 
suggests must exist. As another patient put it, “Man and woman 
are the same, one mother.” 

Possibly one of the principal problems in the psychotherapy of 
severe schizophrenia has been the difficulty that a male therapist 
experiences over being “used” as a mother. Sharpe™ has pointed 
out that if a male doctor is “loved” by a woman patient, he tends 
to think of this as a heterosexual relationship and has difficulty in 
realizing the possibility of transference from the love for the moth- 
er’s breast. Along these same lines, in his later years, Freud*® 
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realized that he had always had difficulty in becoming a mother- 
substitute so that he had tended to encounter chiefly the problems 
centering around father-attachment. 

Also pointed up by this case, is another of the outstanding diffi- 
culties involved in the therapy of severe schizophrenia: namely, 
that the patient’s most vital needs are not made at all clear for the 
therapist during the overt psychosis. It cannot be emphasized too 
often that Joan did not verbalize and clarify her needs during the 
period of overt psychosis. A very sick schizophrenic will not give 
the doctor much help. Hindsight allows the therapist to see where 
he has been, but he often does not know where he is in the relation- 
ship, and he rarely knows what will come up next. He has to re- 
sign himself to going along rather blindly, trying to gather any 
clues he can, and trying to “feel out” the tone of the relationship. 

In this case, then, the therapist’s first role was chiefly that of a 
controlling, dependable doctor. Next came a stormy shift, through 
the role of the bad and depriving mother, to the role of a good 
mother who provided love, life and food. As Joan points out, this 
process would have been facilitated and hastened if the therapist 
had been more alert to the appearance of her infantile needs. Later 
came a gradual transition in his role from a good mother to a good 
father while, in the post-psychotie period, he again became a doc- 
tor; but this time on a co-operative, not a controlling basis. 

In the past, it may well be that certain cases turned out success- 
fully, particularly the “spontaneous” cures, because the therapist 
or some attendant was able to provide the correct symbolic human 
experience. Certainly, in this case, the therapist had to respond 
rather blindly and intuitively most of the time. He could not plan 
ahead to “play” any given role; rather, he found himself being 
maneuvered into certain responses. In the future, however, with 
increased knowledge, it should become easier to follow the changes 
in the course of therapy so as to respond appropriately to the pa- 
tient’s hints as to his needs. 


SUMMARY 


Under intensive psychotherapy a young woman has been recov- 
ering from a very severe and, apparently, chronic schizophrenic 
illness after failing to respond to the shock therapies. During her 
convalescence she clarified at some length the meaning of the vari- 
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ous forms assumed by the doctor-patient relationship throughout 
the period of overt psychosis. It became clear that the therapist 
had been forced, successively, to fill a number of different roles; 
chiefly those of a controlling doctor, bad mother, good mother, good 
father and, finally, orthodox therapist. 

The patient’s statements are presented in the hope of increasing 
our understanding of the changes in the basic needs of severely 
sick schizophrenic patients during the confusing, nonverbal acting- 
out of the grossly psychotic period. 


111 N. 49th Street 
Philadelphia 39, Pa. 
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EXPERIENCES WITH METRAZOL IN PSYCHOSES WITH CEREBRAL 
ARTERIOSCLEROSIS 


BY J. J. TENNENT, M. D. 


At the present time more than one-third of all persons first ad- 
mitted to public mental hospitals in the United States are over 65. 
Therefore, extensive interest has been created in the problem of 
elderly patients, and consequently much attention has been given 
to the emotional problems of the aged and the aging. To any phy- 
sician practising in a state hospital, the seriousness of the prob- 
lem created by the ever-increasing percentage of aged individuals 
in the population is only too obvious. Medical advances have suc- 
ceeded in greatly reducing deaths early in life but they have not 
yet found any elixir capable of preventing the individuals so saved 
from falling heir to the infirmities characteristic of advancing 
years. 

Since it is too much to hope that institutional facilities or their 
personnel will ever be sufficient for individual care for all these 
older persons, every effort must be made to make these patients 
more amenable to ward care. Subsequently, this would make more 
ward personnel available for the care of the sicker or more de- 
teriorated patients. 

The ultimate aim of all therapy in “geriatrics” should be suffi- 
cient improvement to make home care of senile individuals possi- 
ble. The previously-held attitude of therapeutic hopelessness for 
this group was based on the erroneous belief that senile organic 
changes, described as both progressive and irreversible, were the 
sole causes of the patients’ mental symptoms. This belief has been 
entirely abandoned, since more recent pathological studies have 
shown that there is no direct correlation between the intensity of 
mental symptoms and the severity of the pathological changes. In 
fact, many of the patients with the severest neuropathological 
changes were found to be free of mental symptoms during their 
lifetimes, as reported in the literature, and it is well known that a 
perfectly sane and alert individual may show the same cerebral 
pathology as a very confused, depressed and deteriorated patient. 

It has been shown by Fazekas and others that cerebral O, con- 
sumption appears to be decreased in all individuals past 50. This 
in itself, however, does not mean mental debility. A rather severe 
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degree of cerebral O, lack seems necessary before mental disturb- 
ances appear. The part that anoxia plays in disease, particularly 
in older arteriosclerotie patients, is a significant one. In these 
elderly patients, shallow, inefficient breathing and reduced volume 
of cerebral, pulmonary and peripheral circulation are likely to lead 
to an oxygen-lack; and this oxygen imbalance, if not corrected, can 
only tend to become more pronounced and become a more impor- 
tant factor in the progress of senility. Since the brain is particu- 
larly sensitive to an oxygen deficiency, it is not surprising that 
anoxemia can lead to impairment of normal brain functions. Thus, 
the role of anoxia in disease is being recognized more and more, 
and since it has been found that the brain is also particularly sen- 
sitive to oxygen-lack, it is not surprising that anoxia may lead to 
mental disturbances. Fisher postulated that in the mentally con- 
fused patient, minute thrombi may act as blocks to nerve-impulse 
transmission across the association paths of the brain. Added to 
these changes is the frequent presence of physical debility which 
decreases respiratory function and so adds to the already present 
brain hypoxia. 

While a certain degree of hypoxia stimulates respiration, exces- 
sive amounts of CO, add further to the cerebral depression already 
present. Mental confusion, emotional lability, errors in judgment, 
inability to concentrate, headache, or gross tremors are frequently 
caused by oxygen-lack alone and may be a principal evidence of its 
presence. These signs and symptoms are often seen in elderly per- 
sons with arteriosclerosis, in patients with chronic pulmonary dis- 
ease, in anemia, carbon monoxide poisoning and other conditions 
that cause chronic low-grade, tissue anoxia. The importance of 
oxygen-lack in the brain is, for example, stressed by Houston. Sen- 
ile psychosis and psychosis with cerebral arteriosclerosis are asso- 
ciated with, and are even probably the result of, a significant re- 
duction in cerebral oxygen-utilization, caused by increased cerebro- 
vascular resistance and the resultant significant reduction in blood- 
flow through the brain. However, it should be mentioned at this 
point that elderly, nonpsychotic persons also have relative cerebral 
anoxia and that no correlation can be made between the readings 
obtained and mental symptomatology. 

The majority of these aged patients show at the onset only mild 
memory defects, slight confusion, and the somewhat more exagger- 
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ated deterioration characteristic of the aging process. The obvious 
therapy in such cases is to make increased oxygen available to the 
brain cells. One way to accomplish this is to make up in quantity 
what the blood lacks in quality. This can be carried out by giving 
transfusions of normally oxygenated blood. For chronic cases, 
particularly in state hospitals, such therapy is, however, not feas- 
ible; and more generally applicable forms of treatment must be 
sought. Generally improved hygiene, better diet, vitamins, orally 
administered tonics, particularly central nervous system stimu- 
lants—all of which increase respiration and improve cerebral cir- 
culation—and psychotherapy should be of value. 

The writer’s experiences with cardiazol (metrazol) in Europe 
brought this drug to mind when he began to work with aged and 
aging patients in the chronic infirmary ward at Central Islip 
(N. Y.) State Hospital. Metrazol—pentamethylenetetrazol or 
pentylenetetrazol—is a synthetic organic tetrazole compound. It 
is freely soluble in water, and has the following formula: 





CH, —CH, CH 


2 


Metrazol 
CH —CH ———--C 
2 2 


ities 


Metrazol has long been effective in respiratory and circulatory 
stimulation, and so one might expect that, by stimulating the re- 
spiratory center, it would improve pulmonary ventilation and, in- 
directly, the circulation and so help to overcome anoxia in the aged, 
the depressed and the fatigued. 


Metrazol stimulates the whole central nervous system to some 
degree, stimulates the autonomic system, increases impulse trans- 
mission across the synapses, and acts as a skeletal muscle tonic, but 
above all, improves the function of the medullary centers and the 
cortex, particularly that of the respiratory center (Allwein, Helle- 
brandt and Karpovich, Goodman and Gilman, Boje, Dripps and 
Larrabee, Ebaugh, Gellhorn). While normal blood pressure is not 
affected, low pressures tend to be increased, whereas hypertension 
is often decreased (Chesrow, Andosca, and others). Metrazol is 
of low toxicity, is quickly eliminated, and acts rapidly by all routes 
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of administration. Side effects are few and in large therapeutic, 
and slightly super-therapeutic, doses consist at most of nausea and 
vomiting. 

Like all analepties, metrazol in large dosage is a convulsant and 
has been used extensively for convulsive therapy. Although 
eclipsed to a large extent by electric convulsive therapy, an increas- 
ing number of psychiatrists are again using the drug, particularly 
in endogenous depressions, because it does not seem to cause the 
severe memory defects seen with the electric modality (Hirsch- 
mann). Metrazol has also been used with good effect in subconvul- 
sive doses either orally or intravenously (Hirschmann, Lieber- 
man). 

The cortical stimulation which metrazol produces is used exten- 
sively as a diagnostic measure in suspected epileptics to make evi- 
dent EEG changes not apparent in the waking state. The physio- 
logic antidotal properties of the drug for the barbiturates are of 
course well known and made use of. While the general effects of 
metrazol are thus well known, the exact mechanism of its action is 
not yet completely worked out. Kajtor suggests increased cell 


membrane permeability is caused by metrazol. Torda believes that 
metrazol acts by increasing the acetylcholine content of the brain, 
and also by some other, as yet unknown, mechanism. Umrath 
thinks—it amounts to the same effect—that the drug destroys 
cholinesterase. 


These various actions of metrazol have induced a number of in- 
vestigators to give it in doses, generally of two tablets of 100 mg. 
each three to four times a day, to mentally confused patients, par- 
ticularly those suffering from cerebral arteriosclerotic changes. In 
most reports, good results have been noted (Chesrow, et al., Sei- 
del, et al., Smigel, et al., Jensen and Leiser, Fong, Levy, Lieber- 
man, Andosca) in a fairly large percentage of cases. All these au- 
thors stress that patients for oral metrazol therapy must be care- 
fully selected. True psychotics, schizophrenics, etc., generally do 
not react to the relatively low oral dosage. Also, of course, pa- 
tients with marked organic brain changes cannot be expected to 
show improvement. All the investigators have found that even 
such cases as are not improved mentally show a change in mood 
and behavior, become less disturbed, more amenable to ward care, 
and take better care of their personal hygiene. Often, when bed- 
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ridden, they get up at least part of the time and feed themselves. 
These changes are well worth while in themselves, because they 
free the personnel for more attentive care to the more deranged pa- 
tients. Generally metrazol treatments lead to improvement within 
30 days, occasionally improvement is seen in only seven to 10 days 
(Andosea, Chesrow); but a final evaluation of the effectiveness of 
the therapy should not be made before 90 days. In all series, some 
patients have shown no improvement. This is true of progressively 
deteriorating cases. Also, because of the difficulty, already men- 
tioned, of diagnosing intracranial pathology, there are undoubt- 
edly individuals in every series who, from the very start, are un- 
suitable candidates for metrazol therapy. 


In contradiction of the favorable reports by the authors men- 
tioned, are the reports by Swenson and Grimes and by Mead, et al., 
who see no benefit from metrazol therapy. Swenson and Grimes, 
however, feel that the dosage they used was too small and that 
their rating scale may have been incorrect. Mead and his co- 
workers treated only seven patients for less than 30 days. Besides, 
all of their patients were diagnosed as psychotic. 

The present series of cases treated by the writer consists of 20 
women and five men whose ages ranged from 52 to 88 years, with a 
mean age of 71 and one-half vears. All were diagnosed as cases of 
cerebral arteriosclerosis with psychosis and had been confined in 
the state hospital from one to 10 years. All were treated with two 
tablets, 100 mg. each, or the equivalent in liquid metrazol, three 
times a day, and no other changes in regimen were made. All the 
patients were examined for mental status before the start of the 
treatment and were evaluated at weekly intervals. A final report 
was written at the end of 90 days. All the patients had complete 
physical examinations before and after the course of treatment. 
EKG’s and EEG’s were also done, as well as routine laboratory 
procedures: urinalyses, blood counts, hemoglobin tests, and blood 
protein determinations. 

Of the 25 patients, five showed good to excellent or remarkable 
improvement; seven, moderate improvement; seven, slight im- 
provement; and six, no change as far as clinical mental status was 
concerned. One of the women patients improved rather well under 
the metrazol regimen until she had a fall. Despite assurance to 
the contrary, she became obsessed with the idea that she had suf- 
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fered a serious injury and thereafter refused to co-operate in any 
way. Physically nearly all the patients were at least somewhat 
better. The appetite of nearly all improved. The “picky and 
choosy” eaters now request second servings. Four of the patients 
were formerly spoonfed, two continually, two occasionally. Now 
those four feed themselves and often request “seconds.” The 
writer notes as “peculiar” the fact that all the women gained a few 
pounds, while the five men all lost on the average the same number 
of pounds which the women gained. 


While the hemoglobin was practically the same before and after 
treatment, the red cell count improved, though this was not signifi- 
eant statistically. It is noteworthy that the mean systolic blood 
pressure before treatment was 158 and that it was only 134 after 
90 days of metrazol therapy. In only two cases was the systolic 
pressure higher after therapy than before, and then only by 5 and 
10 points, whereas the fall of systolic pressure in one case 
amounted to 78 mm. The mean diastolic pressure sank from 78 to 
72. It was 5 to 10 points higher in only six cases. The EKG was 
generally unchanged after treatment. In two instances of myocar- 
dial infaretion, an improvement was noted; but this may have 
been spontaneous repair after three months time. The EEG was 
abnormal in five cases. All of these patients either showed only 
very slight mental improvement or none at all. Possibly this find- 
ing, if corroborated, may be of value in differentiating those pa- 
tients, in whom one may expect improvement with oral metrazol 
therapy, from those whose cerebral pathology is beyond the reach 
of any drug therapy. In one ease, the EEG was abnormal but com- 
patible with a convulsive disorder. Ninety days later, the EEG 
was normal, but such findings are not too uncommon in convulsive 
disease. 

The employees find the patients as a whole, easier to care for. 
Patients who once wet and soiled without realizing it, now realize 
that they are wet, ask to be changed, or apologize. Two persistent 
wetters and soilers have definitely begun to request the bedpan and 
to use it; another will use the bedpan when it is given to her. The 
other patients request the bedpan or go to the toilet unaided. 

All the patients appear to be more alert. More complaints about 
the ward are made by the patients who previously were indifferent 
and antisocial. One of the most feeble patients sings Christmas 
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carols; and, although the words are not distinct, she carries the 
melody. Several patients show more interest in reading, asking 
for eye glasses and for magazines to read. One has requested a 
hearing aid. 

Patients who were quiet and solitary will now speak to employees 
and other patients, and will smile at persons who greet them. They 
follow people as they move about the ward. Nearly everyone par- 
ticipates in occupational therapy. One of the patients who had 
been exceptionally noisy both day and night is now noisy only oe- 
casionally, maybe only once or twice a week, and for shorter pe- 
riods. Most patients have shown more interest in their families 
and friends; ask about them, and about what they are doing. Three 
of the 25 patients are hemiplegic, two of them are interested in 
their disabilities and are anxious to improve this condition. One 
has begun to use the walker again, the other has asked if she 
could start using one, the third patient is able to walk with assist- 
ance. 

Of the five patients who showed good improvement, three might 
have been cared for at home had they had homes to go to. Another 
was sufficiently improved mentally to be cared for at home but was 
physically going downhill rapidly. 

Since this investigation was carried on with the sole purpose of 
determining the value of metrazol in these mentally confused pa- 
tients, it was of great interest to the writer to note how long after 
the cessation of metrazol therapy regression would occur. After 
two months, about 60 per cent of the improved cases were holding 
their own, while others began to regress after four weeks and a few 
after two weeks. In agreement with others, the writer feels that 
after the maximum improvement has been achieved a maintenance 


dose, which will have to be determined, must be continued, perhaps 
indefinitely. 


It will undoubtedly be asked why the patients were not evaluated 
by psychological procedure. The answer to that is that they were, 
ina simple way. Ifa patient before treatment is confused and dis- 
oriented and does not know where he is, where and when he was 
born, what date it is, and similar facts, but can answer these ques- 
tions three months later, there is psychologic improvement. Com- 
plicated arithmetical questions, the Bellevue-Wechsler scale, Kent 
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EGY, and the Rorschach test seem to the writer, as they do to oth- 
ers (Linden, et al., Swensen and Grimes), to be unsuited as an 
evaluator of these, so often poorly-educated, people who tire easily 
besides, and become bored with the persistent questioning of the 
examiner. It does not surprise the writer, therefore, that despite 
marked clinical improvement of the patients, corresponding psy- 
chologic improvement may not be determinable. 

As an example of the results achieved in favorable cases, three 
case histories will be cited very briefly to show the degree of im- 
provement seen in some patients. 


Case Notes 


M. A., a woman of 73, was admitted to Central Islip State Hos- 
pital, January 9, 1947, diagnosed as having a psychosis with cere- 
bral arteriosclerosis. The patient was rather deaf, and this irri- 
tated her. She ate and slept well, and was friendly and sociable. 
Often, however, she was depressed, tearful, childish, confused, and 
only approximately oriented. She was only fairly clean. After 90 
days of metrazol therapy, M. A. was more relevant and coherent 


in her speech. She is no longer depressed, her orientation is good; 
for the first time, she can give correctly the exact date of her birth 
and the present date. She now reads a good deal, which she had 
not done before. She works in the occupational therapy depart- 
ment and has some insight into her present status. She could now 
easily be taken care of at home. 


E. T., a woman of 61, was admitted to the hospital December 17, 
1952, diagnosed psychosis with cerebral arteriosclerosis. She had 
chronic arthritis, but was up part of the time. She needed sedation 
at night, was dirty, untidy; she wet and soiled without apprecia- 
tion of it. She was usually friendly, noisy, resistive at times, de- 
pressed, irritable, excited, disoriented, out of contact; her mem- 
ory was practically lacking. After 90 days of metrazol therapy, 
the patient is up and about all the time; she needs no sedation; 
she is neat, does not wet or soil. She is alert, pleasant, only slightly 
confused. Her memory is still poor, also her orientation. She has 
gained five pounds. 

As an example of a moderately improved patient the following 
report is more or less typical: 
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J. M. is a 69-year-old man, admitted to Central Islip State Hos- 
pital June 1, 1950. His diagnosis was psychosis with cerebral ar- 
teriosclerosis. J. M. was up and about all the time without assist- 
ance, ate and slept fairly well, required occasional sedation. He 
was neat and clean, went to the toilet, and took care of his own per- 
sonal needs. He was un-co-operative, indifferent, apathetic, and de- 
pressed. He was slightly confused; he was disoriented, and his 
memory was poor. He was not interested in ward activities and 
was idle. It was impossible to engage him in conversation, he gave 
the shortest possible answers. He would not talk to his visitors 
and even asked them to go home. After 90 days of treatment, the 
patient has improved to a certain extent. He is no longer depressed 
but is pleasant, alert and co-operative. He now does a little light 
ward work, even expresses the idea that he would like to go home 
with his family although, when home the last time, he requested to 
be returned to the hospital. The patient is now more relaxed, has 
a friendly smile on his face when spoken to, and looks livelier. 


SUMMARY 


1. Twenty-five patients, 20 women and five men, with a mean 
age of 71 and one-half years and a diagnosis of cerebral arterio- 
sclerosis with psychosis, were treated with two tablets of metrazol, 
100 mg. each, or the equivalent in liquid metrazol, three times a day 
for 90 days. Of these, five showed good to excellent improvement, 
seven moderate improvement, seven were slightly better, and six 
showed no change as far as their mental status was concerned. 

2. Physically, almost all the patients improved. While the red 
blood cells did not show significant statistical improvement, the 
mean change in the count was upward. It is specially to be noted 
that the mean systolic blood pressure of the 25 patients sank from 
158 to 134 mm. of mercury, while the diastolic pressure dropped 
from 78 to 72. 

3. In cases in which the EEG showed definite abnormalities, 
little improvement was gained. Perhaps this may be of value in 
selecting patients for metrazol therapy. 

4. From the results obtained in this admittedly small series of 
cases, the writer is, in agreement with most of the other investiga- 
tors in this field, of the opinion that oral metrazol therapy, con- 
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tinued for a number of months, constitutes a safe and effective 
therapy for the improvement of senile, mentally confused patients 
with cerebral arteriosclerosis. 


Central Islip State Hospital 
Central Islip, N. Y. 
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ELECTRIC STIMULATION AND INSULIN COMA* 


BY GERHARD HIRSCHFELD, Major, M. C.; MARTIN B. GIFFEN, Major (MC) 
USAF; M. V. KLEINMANN, JR., Captain, M. C., and 
BOAZ HARRIS, Captain, M. C. 


This report deals with physiological and clinical aspects of non- 
convulsive electric stimulation during insulin coma. The study 
was carried out on the psychiatric service of Walter Reed Army 
Medical Center, Washington, D. C., during 1952 and 1953. Riboli, 
in 1948, reported that he could arouse patients from insulin coma 
with electric stimulation and also recommended its use in pro- 
tracted coma. Hoffman and Wunsch in 1950, and later Montague, 
confirmed Riboli’s findings. 


TECHNICAL ASPECTS 


Arousal from insulin coma with electric stimulation is accom- 
plished most effectively by bilateral application of electrodes over 
the parietal region. However, patients may also be aroused by 
the placement of electrodes on other parts of the body. The elec- 
trodes may, for instance, be placed two inches apart over the an- 


terior surface of the lower leg (suggested by Liberson). The fol- 
lowing differences from parietal stimulation are noted: Response 
time under leg stimulation is about one-third longer, and the emo- 
tional excitation frequently seen following stimulation is absent. 
One must recall that the electric current excites local nerve end- 
ings concerned with the perception of pain, and impulses travel to 
the thalamus. Flushing, sweating, stimulation of erector pili 
muscles, and dilatation of the pupils are observed if leg stimula- 
tion is given to a patient not in an insulin coma. These phenomena 
suggest secondary activation of autonomic structures by way of 
the thalamus. Occasionally patients respond to leg stimulation 
with typical grand mal seizures. Montague reported that he could 
arouse patients with the electrodes placed closely together over one 
side of the skull. Response time in these cases was longer, and 
arousal was not as consistent as under the standard procedure. 

No specificity of wave form exists. Riboli has used alternating 
current and the writers have utilized a variety of wave patterns 
with no discernible difference. A square-wave current of 0.3 milli- 

Read at the 109th annual meeting of the American Psychiatric Association at Los 
Angeles, May 1953. 
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seconds and a frequency of 120 was found to be suitable. Peak 
intensity of current, however, bears a definite relationship to clini- 
cal effect. If a certain peak intensity is transgressed, a convulsion 
will result. Before the convulsive level is reached, the patient ex- 
hibits a tonie contraction, with arms flexed and legs extended, as 
seen in decorticate rigidity. Shortly before this phase is reached, 
respiration becomes suppressed, and peak current, therefore, has 
to be maintained below the tonic level. For practical purposes, the 
writers found it advantageous to modulate the current manually 
up to the tonic phase and down, permitting enough respiratory 
movement to avoid cyanosis. ' 

The writers’ observations indicate that the coma level has a re- 
lationship to stimulation response. Patients in the deep phases 
of insulin coma do not readily respond. If, however, stimulation is 
administered during the second stage, satisfactory arousal can be 
accomplished in practically all cases. During this phase, patients 
are unconscious, although they show an undifferentiated re- 
sponse to outside stimuli. Muscular twitching and extreme diapho- 
resis are observed. Pupillary responses are present. During 
this phase the cortex is inactivated and diencephalic-subcortical 
structures are dominant. Peak intensity threshold to a convulsive 
or tonic response is lowered. 

In the normal person not under insulin, it requires a peak of 
150 to 200 ma. to produce tonus. During the second phase of 
coma, a peak of only 30 to 50 ma. will result in a tonic 
contraction of a decorticate pattern. As the patient’s coma 
lightens under stimulation, the tonic threshold is gradually raised 
and returns to normal on full arousal. Respiration becomes sup- 
pressed, immediately preceding a tonic contraction. If the patient 
is maintained in a tonic state, with threshold peak energies, 
breathing will break through after 30 to 40 seconds, a phenomenon 
already described by Alexander during nonconvulsive stimulation 
under pentothal anesthesia. The writers believe this to be an 
adaptation syndrome. If the patient is permitted to enter into a 
deep coma, the threshold for tonic response and suppression of 
respiration is raised again. 


Patients respond to stimulation in four to eight minutes. They 
regain full consciousness and take nourishment by mouth. Occa- 
sionally a patient is not fully awake on cessation of stimulation. 
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He will, however, arouse within a few minutes. The whole proced- 
ure, from the injection of insulin to arousal, takes about two hours. 
The writers have not seen delayed or protracted coma with this 
procedure, nor were there any other undue complications. 


PHYSIOLOGICAL ASPECTS 


The senior author, in a previous paper on electric stimulation, 
reported a moderate rise of blood sugar following treatment. 
Hoffman and Wunsch, in their paper on stimulation during 
insulin coma, did not feel that the blood sugar was raised 
sufficiently to account for the arousal from coma. However, Mon- 
tague, utilizing more exact methods, has shown conclusively that 
blood sugar becomes elevated following stimulation. Later, Weil- 
Malherbe reported a rise of adrenalin level in the blood of hypo- 
glycemic patients under stimulation. It therefore, may be as- 
sumed, that, through diencephalic stimulation, the pituitary- 
adrenal system becomes activated, with subsequent release of 
adrenalin which, in turn, is followed by liberation of glycogen from 
the liver. A possible release of ACTH also occurs, as evidenced by 
eosinopenia following stimulation, as reported by Taylor, although 
the latter effect may also be attributed to the liberation of 
adrenalin. 

It is believed that during insulin coma the phylogenetic layers 
within the brain become successively inactivated, beginning at the 
highest level. During the second phase of coma, cortical layers are 
supposedly deactivated, and subcortical structures are thus freed 
from the inhibiting influences of the cortex. It has been known 
that the convulsive threshold is lowered during insulin coma. As 
indicated in the foregoing, the threshold for tonie contraction is 
diminished also during the second phase of coma. The tonic 
effect may be due to stimulation of subcortical structures. A 
peak intensity of 30 to 40 ma. produces a tonus, and grad- 
ually, as the patient is aroused and the cortex with its inhibiting 
influences takes over, the threshold is raised, requiring greater 
peak intensities for a tonic state. The depth of coma and a pa- 
tient’s response to stimulation can thus be determined by the rela- 
tion of tonic threshold and peak intensities. If a patient is per- 
mitted to enter the deep phase of insulin coma, greater peak in- 
tensities again are required to produce the tonic contraction, which 
now becomes of the extensor type as seen in decerebrate rigidity. 
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Intensities of about 150 ma. are required for a tonus during the 
deeper coma phases. It also becomes increasingly difficult to arouse 
patients with stimulation. According to Himwich, mesencephalic 
or myencephalic levels are presumably the highest functioning cen- 
ters during deep coma. The diencephalon and subcortex, being 
inactivated, apparently do not respond to stimuli, and, therefore, 
the pituitary-adrenal axis cannot be activated with stimulation. 
‘This may explain the inconsistency of results other investigators 
have recorded with stimulation, as none of them related the depth 
of coma to stimulatory response. 

Clonie twitching during the second stage of coma often becomes 
excessive and impedes respiration. Low-intensity stimulation has 
proved successful in controlling this clonus. 

Emotional excitations, such as weeping and displays of rage, are 
frequently seen on arousal through stimulation. These reactions 
are particularly strong if the patient has been stimulated during 
the earlier phase of the second stage. 

Occasionally patients are resistive to insulin coma. When these 
patients are given electric stimulation under sodium pentothal 
anesthesia their insulin resistance seems decreased. Of five pa- 
tients treated in this manner, four could be placed in a satisfactory 
insulin coma following the procedure. Riboli reported successful 
use of electric stimulation during protracted coma, and the senior 
author can confirm his claim. He has used electric stimulation 
with good results in three patients with protracted coma during 
the past few years. Another mechanism must be involved in ex- 
plaining the response in these cases, as an elevation in blood sugar 
does not arouse these patients. It is known that during coma, po- 
tassium ions leave the nerve cell and the writers believe that in 
protracted coma this process has become irreversible, but that 
electric stimulation is able to reverse the potassium shift. 


THERAPEUTIC ASPECTS 


The authors have used this method for about 18 months. They 
have gained the impression that therapeutic results compare fa- 
vorably with those obtained in deep insulin coma. It became man- 
datory, of course, to determine whether the therapeutic effect 
might not be due solely to medium insulin coma. 
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Most investigators feel that deep coma is required for satisfac- 
tory remissions in schizophrenia, although some patients during 
the earlier phase of schizophrenic disintegration respond to me- 
dium coma. The authors placed a group of 20 patients on medium 
coma Without stimulation. Only four improved satisfactorily. The 
other 16 were finally given stimulation after having received 40 
treatments without significant improvement. The immediate fa- 
vorable response to the combined procedure appeared striking. 
The few patients who did not respond to either procedure were 
subsequently placed on deep insulin coma. However, all of these 
failed to improve. 

Certain patients showed no response to the combined approach, 
and a few actually became worse. Patients with depressive fea- 
tures or guilt reactions belonged to this particular group. It was 
further noticed that individuals with a profound amount of inhibi- 
tion usually did not respond to stimulation and insulin. These pa- 
tients often will have temporary remissions of symptoms if given 
sodium amytal intravenously, since this drug interferes with the 


inhibitory processes. Consequently, all patients who failed to im- 
prove with stimulation and insulin were given sodium amytal in- 
travenously; and if there appeared a clinical improvement—indi- 
eating that inhibitory processes were at fault—electric therapy, 
fourth stage, was given in place of stimulation during insulin coma. 


Fourth stage electric therapy, as described previously by the 
senior author, is a supraconvulsive treatment. Patients who fail 
to respond to stimulation under insulin and lose symptoms under 
intravenous sodium amytal, improve with fourth stage electric 
therapy and insulin. Since the authors have recognized the use of 
this flexible approach, the rate of remissions has increased; of 50 
overt schizophrenic patients treated in this differential manner, 
about 80 per cent attained remissions, whereas the prior remission 
rate with this procedure, taking a purely symptomatic approach, 
amounted to approximately 65 per cent in 60 patients. The writ- 
ers considered a patient in remission if there was complete abate- 
ment of psychotic behavior and he appeared sufficiently integrated 
to return either to military duty or to his own home. There are no 
follow-up studies, due to the military situation. However, patients 
usually remain in the hospital for about three to four months fol- 
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lowing termination of treatment, indicating that they hold their 
improvement for at least this length of time. 

~ The best results with nonconvulsive stimulation and insulin coma 
can be achieved in paranoid schizophrenia, whereas the catatonic 
and withdrawn schizophrenic often does better on fourth stage 
electric therapy and insulin, or a combination of these procedures, 
since a large paranoid element is usually present, even in these in- 
dividuals. One must differentiate, whether the withdrawal and 
flattening of affect is due to an abnormal amount of inhibition or 
is due to lack of emotionally-charged impulses. In the former 
ease, fourth stage eleetriec therapy and insulin, in the latter, non- 
convulsive stimulation and insulin seem indicated. 

The number of cases treated is too small to be statistically valid 
if broken down into subgroups, and therefore, the authors do not 
want to. draw definite conclusions as to the efficacy of this method, 
although therapeutic results compare favorably with those ob- 
tained in deep insulin coma, 


SUMMARY 


Observations with noneconvulsive stimulation during insulin 
coma have been presented. The method is useful in arousing pa- 
tients from coma, provided that they have not entered a deep 
phase. Adrenalin and blood sugar responses suggest that activa- 
tion of the diencephalic pituitary-adrenal axis occurs. The theory 
that during insulin coma a successive inactivation of phylogenetic 
layers within the brain takes place is supported by the observa- 
tions reported here. Therapeutic results suggest a favorable com- 
parison with deep insulin coma, provided a differential and dy- 
namie approach is followed. Complications, such as delayed and 
protracted coma, have not been encountered. Treatment time is 
shortened to about two hours, and the average number of treat- 
ments is about 40. 


641 Lincoln Avenue 
Glen Rock, N. J. 
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SUICIDE 


BY HERBERT HENDIN, M. D. 


This article will deal with some of the dynamic constellations 
seen in suicide and with some of the emotional motivational factors 
involved. The writer’s original articles on this subject dealt with 
100 cases of attempted suicide which were personally studied at 
Bellevue Hospital, New York City, and then with further cases of 
attempted suicide which were observed in that hospital with regard 
to confirming or denying tentative conclusions. For two years 
since, the author has continued to work with the problem of sui- 
cide. New cases which were representative of some of the various 
constellations that had been observed in the original material were 
selected from Bellevue for intensive psychotherapy. Further cases 
were also observed, again with regard to checking tentative con- 
clusions. 

This work is still going on and the author sees no early prospect 
for its conclusion. Yet what has come out so far appears to be 


sufficiently confirmed and worth while now to warrant publication 
at this time. Naturally, in any intensive therapeutic study, a great 
many new dynamic motivational factors are revealed, and the bulk 
of this article will be concerned with this material. Some of the 
specific therapeutic problems encountered in handling suicidal pa- 
tients will also be taken up. 


Before going further into the findings, it would be well to dis- 
cuss some of the problems encountered in this kind of project and 
some of the limitations that are inherent in it. First, the study 
deals with persons who made suicide attempts and failed, and the 
question may be legitimately raised as to how much these patients 
have in common with actual suicides. It was with this question in 
mind that, in the original work, the degree of suicidal intent in 
cases of attempted suicide was rated on a scale. It is felt that the 
cases that were classified as having maximum intent were as close 
to actual suicide as one could reasonably expect to get. For in- 
stance, there was one girl who jumped under the wheels of a sub- 
way train, had two cars pass over her and still lived. Or there 
were the two men who were admitted to the hospital after having 
made a suicide pact and executing it by each of them taking 50 so- 
dium pentobarbital tables, .1 g. each. They were discovered coma- 
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tose, with an accompanying suicide note, 13 hours later by a maid 
in their hotel. They were admitted to the hospital where the con- 
dition of both was precarious. One died and the other lived. The 
one who survived was, like the girl mentioned, included in the 
group with maximum intent. Furthermore, experience has been 
that in instances where the suicidal intent is not great, the cases, 
nevertheless, throw much light on the more severe cases, and vice 
versa, 

Second, the problem of depression is difficult to study, since it is 
a clinical fact that certain types of patients who have previously 
been depressed are not so at the time of their suicide attempt or 
subsequently. Thus, an evaluation of the factor of depression in 
patients who are seen only following the suicide attempt becomes 
a retroactive one. 

Third, there is a problem posed in attempting to involve in ther- 
apy patients who—while admitted to the hospital for a suicide at- 
tempt and while they are seriously ill mentally—would not have 
sought psychiatric treatment on their own. This, however, will be 
better considered when the problems of therapy with regard to 
suicide are discussed later. 


INTENT 


While the subject of intent has been discussed in previous ar- 
ticles, a few words in regard to it are in order for the sake of clar- 
ity. It is not intended to imply from the few examples given that 
the method alone is the criterion chosen in evaluating the degree 
of suicidal intent, although it is, of course, of great significance. 
The entire history of the case must naturally be considered. When 
a case is studied in therapy for a prolonged period, a more ac- 
curate evaluation of intent can be made. When it is necessary to 
make a clinical evaluation shortly after a suicide attempt, careful 
consideration should be given to the way in which the patient made 
the attempt, apart from the method itself. This is particularly 
necessary, since the patient may often deceive himself in the mat- 
ter. The writer has had three patients who, after turning on the 
gas in their apartments, telephoned particular persons to whom 
they were close. Interestingly enough, all three patients insisted 
that their only reason for calling was to say goodbye and that they 
had no knowledge that the people involved would call the police 
and that they would be rescued. 
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On the other hand, there were two patients who made suicide at- 
tempts, using the same method, gas, having taken every precaution 
to prevent discovery and to insure success, and who were saved by 
circumstances they could not have foreseen. These two cases are 
mentioned since both persons were taken on for treatment and the 
seriousness of their suicide attempts was further confirmed. Lest 
there be any question about the use of gas in general, let it be said 
that a high percentage of the actual suicides in this country each 
year are by gas. 

However, it is not the intent here to go into an evaluation of the 
various methods used in attempting suicide; the point is merely 
that the concept of suicidal intent will be referred to in the course 
of this paper. The mixture of feelings that go into an actual at- 
tempt is perhaps nowhere better portrayed than by Tolstoy, where 
he deseribes Anna Karenina’s last-second regrets as she throws 
herself under the wheels of a train. 

The writer’s concern in this article is with the psychodynamics 
of suicide, and it is apparent that the particular quality of emo- 
tional motivation will be reflected in the degree of suicidal intent. 
For instance, it was noted in an earlier paper that where spite and 
the desire to force affection are acting together as the dominant 
motivation, the degree of suicidal intent is usually minimal. How- 
ever, the problem is not so simple as that, since, in the emotional 
constellations that are responsible for most suicides, the factor of 
quantity or intensity is an equally important consideration. 


Dynamic CONSIDERATIONS 


It would be advisable to take a look, naturally in a somewhat con- 
densed manner, at what has been written analytically with regard 
to suicide. Freud, in his earliest considerations with regard to 
suicide, stressed the symbolic significance of the method employed. 
In line with his early formulations with regard to the libido theory, 
he felt that there was usually sexual significance indicated by the 
method chosen: Thus, jumping from a height represented giving 
birth, taking poison indicated fantasies with regard to oral preg- 
nancy, and so on. However, in Freud’s major paper dealing with 
suicide, “Mourning and Melancholia,” he is not at all concerned 
with the somewhat more speculative aspects mentioned; and he ap- 
proaches suicide through the method of trying to understand its 
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dynamies by understanding the dynamics of depression. Thus, in 
melancholia, he was impressed that the self-reproaches of the pa- 
tient are really reproaches against a lost loved object and that 
these reproaches have been shifted onto the patient’s own ego. 
(Freud distinguished melancholia from mourning on the basis of 
the fact that in melancholia what was seen was an unconscious loss 
of the loved object, while mourning was more related to a conscious 
loss.) Elaborating this in terms of libido theory, Freud held that 
an object cathexis was abandoned, that free libido was withdrawn, 
and that the ego identified with the abandoned object. Thus “the 
shadow of the object fell on the ego.” Part of the libidinal cathexis 
that is involved here regresses to identification and another part to 
sadism. Freud felt that this solved the riddle of suicide. The ego 
ean kill itself only when it can treat itself as an object—when it 
is able to launch against itself the animosity relating to an object. 

Freud and later workers, such as Menninger and Bergler, have 
elaborated on the theme of death wishes toward an incorporated 
loved object, and have seen the ultimate source of the problem in 
Freud’s concept of the death instinct. 

Ailboorg, while following earlier workers in stressing the im- 
portance of killing an incorporated loved object, was among many 
who rejected the concept of the death instinct. As Zilboorg put it: 
“lo say the death instinct gains the upper hand over the life in- 
stinct is merely an elaborate way of saying that man does die or 
kill himself.” Zilboorg stressed the point that the incorporation 
of an object, with the killing of it, was not the cause of suicide, and 
that this only took place in those individuals who appeared to have 
identified themselves with dead persons, and in whom the identifi- 
cations took place in childhood or adolescence, at a time when the 
incorporated figures were actually dead. 

Rado brought the dynamies of depression into a concept of a se- 
vere dependency adaptation, and showed the importance of expia- 
tory behavior in depression. Both of these concepts have a bear- 
ing on the problem of suicide. 

Now, what Freud essentially did was to derive the dynamics of 
suicide from a study of patients suffering from melancholia. From 
the methodological standpoint, there are certain difficulties in- 
volved here. First, a great number of suicidal patients do not 
show either the dynamics or the clinical features of depression. 
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More important, many depressed patients are not suicidal. In 
other words, the mere fact that the problems of depression and 
suicide are so often seen conjointly does not justify using the dy- 
namic formulations of depression as a blanket explanation for sui- 
cide. Nor can the problem be gotten around by merely dismissing 
it as one of intensity, since, as has just been pointed out, the dy- 
namies of depression will often not be seen in suicidal patients. 

It would seem well to illustrate something of what is meant with 
some case notations. 


Case Notes 

Mrs. R. was seen for the first time following a serious suicidal 
attempt with barbiturates. She was 45 at the time. She had been 
suffering from recurrent depressions for about seven years, but 
this was the first time she had made any attempt at suicide. When 
she was first seen after the attempt, she was not particularly de- 
pressed and was soon discharged from the hospital, thereafter be- 
ing seen in therapy for several years. About five months after the 
onset of treatment, there was an opportunity to observe her in a 
depressive episode which lasted several months. There was no par- 
ticular precipitating incident in this depression, nor did there ap- 
pear to have been in a majority of her prior depressions. Rather, 
an accumulation of the tensions and difficulties involved in her or- 
dinary problems was all that could be seen. 

Her depression was ushered in by a feeling of apprehensiveness. 
Then she began to complain in a moderately angry way about the 
fact that she got no help with her problems and with her family sit- 
uation from her mother and sister. She would vary in blaming her 
sister for preventing her mother from helping her, or in blaming 
the mother directly for not being of more assistance. At this point 
there already was a definite clinical depression. She was unable to 
do her work and was tearful and unhappy most of the time. She 
spoke little and complained of lethargy. In the next phase of her 
depression, the patient began to blame herself more for her diffi- 
culties and also to blame her husband. 

She seemed somewhat guilty about having expressed anger 
toward her mother, stating that she always loved her mother very 
much. She now complained in a less angry way of her mother’s 
treatment of her. She had many dreams of this situation, a typical 
one being: 
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“T took a cab to visit a lady and her daughter. They were going 
out. I said, ‘All right, I’ll go home.’ The lady and her daughter 
were dressed shabbily.” 

The patient immediately associated her mother and sister to the 
two women she visited, and complained about the shabby treatment 
that they had afforded her. This pattern continued until the pa- 
tient had the following short dream: 


“A friend of mine was kissing my mother, as if they were making 
up after a quarrel.” 


She immediately saw that she was using her friend to represent 
herself. From that day on, there was clinically and dynamically 
an end to the patient’s depression. Two weeks later, however, the 
patient had the following dream: 

“My father-in-law told me to give him my ring. I didn’t want to, 
but I did. Then I recall stealing the ring from a woman. I felt 
that I would take the ring and then commit suicide. I then met my 
sister, who seemed happy. I felt, ‘Why shouldn’t she be? She 
wouldn’t kill herself.’ ” 

The patient associated to this dream the fact that her father-in- 
law had frequently told her that her husband did not belong to her 
and was on loan. She always felt that nothing had belonged to her, 
not even her children. She saw the woman from whom she stole 
the ring as her mother-in-law. 

In looking over the facts in this case, one might note, first, that 
there was no real loss of the loved object, although the dynamics 
were typical of depression. This was the type of case of which 
Freud spoke of the unconscious loss of the loved object. This pa- 
tient’s depression could be described, as Freud originally described 
depression, as an introjection by the patient of the unconsciously 
lost object, that is, her mother, and the patient’s self-berating as an 
expression of the hostility originally meant for the mother. Or 
viewing the depression from an adaptational standpoint, as Rado 
has viewed depression, what one sees is an extreme dependency 
adaptation—in which an attempt is made by the patient, first 
through anger and then through expiation, to obtain the magical 
aid of her mother, and in which, when the expiation is finally suc- 
cessful, the patient and her mother kiss and make up and the de- 
pression lifts. 
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The present concern, however, is not with either one of these 
viewpoints of depression, but rather with the suicidal fantasy of 
the patient that followed the depression. It is the last dream re- 
ported which throws the most light on the patient’s suicidal tend- 
ency, the primary factor in the dream being that she views gratifi- 
cation of her desires for men, in this case her husband (the Oedipal 
implications of the dream need not here be considered), as possible 
only through her own death. It is this factor that the writer thinks 
is of cardinal significance in terms of her suicidal trend, and dis- 
tinguishes her depression from depression where suicide is less of 
a threat. When patients have fantasies in which death is a means 
of gratification, suicide is a very great danger; and, as will be 
shown with the next case illustration, this type of fantasy can oc- 
cur in patients who are not depressed. They are equally great sui- 
cide risks. 


Mrs. S. had made three suicide attempts, scattered over a period 
of some 20 to 25 years. When the writer saw her for the first time, 
following her latest suicide attempt, she was 47 years old. Each 
attempt had been more serious than the one before; and she had 


been extremely fortunate to survive her last one, which had been 
with gas. Her attempts always had some- relation to an unfortunate 
and unsuccessful love affair. However, they were not preceded by 
any clinical depression, nor, in the time the writer saw her, was 
there any dynamic evidence of depression, although, naturally, she 
was markedly upset. The patient was treated on an outpatient 
basis; but because the writer was worried about the danger of sui- 
cide, we had a standing agreement, in the form of a promise to the 
therapist, that were she to be overcome by the desire to kill herself 
and be unable to reach the therapist, she would admit herself to the 
hospital. After several months of treatment, in which the same 
love affair that had preceded her suicide attempt was continuing 
unsuccessfully, the patient became acutely suicidal and did admit 
herself to the hospital. 

The night before she had admitted herself, she had had the fol- 
lowing dream: 

“T was living in an apartment in Baltimore that I lived in 20 
years ago. There were a lot of people around telling me to put on 
a beautiful wedding dress that was hanging on the wall, and I 
wouldn’t put it on.” 
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Her association was to an apartment in Baltimore where, 25 
years before, she had had an affair with a man that had lasted for 
two years. Then one night he had told her he was going to marry 
another girl. She had decided to commit suicide and had made a 
suicide attempt. Everything in the dream was the same as it had 
been in her room at that time. That had been the first suicide at- 
tempt. To the wedding dress in the dream, she associated the fact 
that she always wanted one; she had been married twice and had 
never had one. However, the thing that struck her in the dream 
was that the wedding dress looked more like a shroud than like a 
wedding dress. 

Here, again, what should be called attention to is the fact that the 
patient’s fantasy of a successful love relationship is included in a 
death fantasy, or vice versa. Her desires can only be gratified 
through her death. Thus death, while originally probably viewed 
as a punishment for something desired, has now become a neces- 
sary concomitant for the fulfillment of those desires. Interest- 
ingly enough, this patient recalled that she had had this dream re- 
currently before her actual suicide attempts, and, to repeat again, 
the dream was not accompanied here by the dynamies or clinical 
aspects of a depression. 

While the concept of “the shadow of the object falling on the 
ego” and the ego launching against itself the animosity directed 
toward the object has descriptive value in regard to depression, it 
does not seem an accurate or adequate explanation for what goes 
on in regard to suicide. Nor does the concept of an identification 
with a dead object aid here. First, the majority of the writer’s pa- 
tients had made no such identification. Second, this is the kind of 
idea that can tend to be confusing because of the loosely-defined 
concepts that are involved. After all, every ego has made identifi- 
‘ations ; and it is to be assumed that any individual, in killing him- 
self or his ego, kills his identifications along with it. 

Certainly, atonement does play a major role in regard to suicide. 
This will be discussed further at a later point in this paper. It 
might be noted, however, that the intensity of the patient’s expia- 
tory behavior appears far more closely related to the degree of his 
or her helplessness and need for protection than to the severity of 
the rage toward the object from which protection is not fortheom- 
ing, the rage and the self-directed rage being a function of that 
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helplessness. In expiatory behavior, too, it is the fantasy of re- 
union in death which must be looked for. One patient was seen 
just after he had made a suicide attempt from which he eventually 
died. He said that, before attempting suicide, he had spent a year 
since his wife’s death with conscious fantasies of reunion with her 
in death. The problem is not always so simple. In the first pa- 
tient presented, Mrs. R., her fantasies regarding death were 
those involving successful love with a male object, while her de- 
pendency adaptation and depression, in consequence of her non- 
achievement of this, were related to her mother. 

In regard to what is involved in the reaction to the loss of a 
loved object, there has been much confusion. This is partly be- 
cause we deal with the objective loss on the one hand, and with the 
dynamies of depression, involving reinstatement with a lost ob- 
ject, on the other. Of course, a further difficulty arises because the 
dynamics and clinical features of depression can be seen even 
where there has been no loss. Furthermore, the loss need not be 
that of a person, but may be that of money or prestige with exactly 
the same reaction seen. It would seem simpler to think of the loss 


of a loved object as an emergency situation for the patient in- 
volved, to which he may react adaptationally with the clinicial and 
dynamic features of depression. This same type of threat or 
emergency can be ushered in, as has just been said, by the loss of 
money or prestige—and with the same consequences. The focus 
should be on the emotional condition of the patient making such an 
adaptation necessary. 


Because of the effects that a loss can have, it would seem advis- 
able to take a look at what one actually does see in patients who 
react to the loss of the loved object with depression. The writer 
has observed that in such patients their self-esteem is contingent 
upon the relationship with the lost loved object. Characteristic of 
that relationship—in these depressed patients—has been the fact 
that it served to gratify infantile dependency needs of the patient. 
In addition, the relationship enabled the patient to repress tre- 
mendous feelings of fear, unworthiness and helplessness—as well 
as a symptom might repress them—and with the cessation of the 
relationship, these feelings are brought to the forefront. The sud- 
denness with which the loss often occurs accentuates this and un- 
doubtedly makes emotional reintegration more difficult. 
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The loss of a loved object requires emotional adjustment and 
reintegration on the part of anyone. In the patients with whom 
this paper is concerned, the resulting emotional instability is so 
great because the individual’s self-esteem has rested upon the re- 
lationship. Age has been seen to be a factor here, since the per- 
sonality rigidity accompanying increasing age makes any readap- 
tation more difficult. 

In an earlier paper in reference to this subject, the passive de- 
pendent group of patients in their 50’s, who make suicide attempts 
following the loss of a loved object, was described. Occasionally 
the attempt immediately follows the loss. More often, there are 
feeble attempts at adaptation for from six months to three years 
before the attempt. Intense feelings of inadequacy, which were in 
some measure repressed and in some measure compensated for 
while the patient was able to maintain a dependent relationship, 
are now brought into the foreground. They are additionally height- 
ened by the feeling the patient has that somehow, if he had been 
worthy, he would not have lost the object of his dependency. When 
male patients of this type complain of missing their wives, it is 
commonly in terms of the fact that they miss the meals that they 
prepared. Food, for such patients, is also used in their dreams to 
symbolize their longing for the dependency relationship. 

Kk. is one example of many such patients who made a suicide at- 
tempt some months following his wife’s death. He was 59 at the 
time. The whole pattern of his life had been one of obedience and 
ingratiation. In this relationship with his wife, he demonstrated 
as childlike a dependence as possible. His fantasies after her death 
indicated a longing for her to take care of him as a child might be 
cared for; and here, again, most particularly with regard to being 
given food. 

In other words, the relationship that these individuals have with 
the object lost is not an ordinary relationship in one particular and 
specific sense ; and that sense is, that their self-esteem is contingent 
upon their relationship with the loved object. This is so whether 
the object is a person, money or position. All three instances have 
been seen. The man who loses a large amount of money and re- 
acts with a suicide attempt will often differ from the man who 
doesn’t in that his self-esteem is entirely dependent on his financial 
position. Underneath that financially-supported self-esteem, he 





HERBERT HENDIN, M. D. 277 


has been repressing a profound sense of inadequacy and accom- 
panying fear. 

Several cases have been seen where patients’ suicide attempts 
appeared to be, at first glance, a reaction to the loss of money and 
where it became evident on study that these patients felt unable 
to maintain human relationships, very often with their wives and 
children, without the prestige and security they got from their 
money. Therefore, they, too, were reacting to the loss or threat- 
ened loss of a human relationship. 

One patient is interesting in that he illustrated both of these fac- 
tors. This was a man who became depressed and eventually made 
a serious suicide attempt following the loss of all his money, which 
had amounted to a fairly considerable sum. In working with him 
therapeutically, it became apparent that a change in his relation- 
ship with his wife was at least equally important in his reaction as 
the loss of money. In one sense, as it turned out, this man’s ap- 
praisal of the situation was correct. He had formed a relationship 
with a woman on whom he could depend emotionally only so long 
as he could give her what she wanted in the relationship, which was 
financial security ; and he was no longer acceptable to her when he 
lost his money. However, his changed attitude toward himself and 
to her, once he lost his money, also contributed to her reaction. 

In this patient and in many other suicidal patients, a paranoid 
disposition that was often most subtle in its manifestations was 
present. During the periods when these patients were not de- 
pressed or suicidal, they were invariably concerned with alleged 
mistreatment at the hands of others. This mistreatment was not 
necessarily delusionally elaborated, but the preoccupation and con- 
cern with it was great. Often it would involve incidents that had 
occurred many years before, and that the patient had built up in 
significance and import in his imagination. In general, the reac- 
tion is one of blaming the world for one’s difficulties, except insofar 
as there is lack of success in a key love relationship—there the 
tendency appears much greater to feel worthless and to blame one’s 
self. 

The writer has, in the main, stressed fantasies of fulfillment 
through death as being of great significance in suicide. This is 
perhaps opposed to the general notion, both popular and psychi- 
atric, of viewing suicide as an escape. It is not meant as a con- 
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tradiction in reality, however, but is merely a different facet of the 
same problem. In going through the wards of a hospital like Belle- 
vue and examining the suicidal patients, particularly the younger 
and sicker group, one finds that a variety of reasons are given for 


their suicidal preoccupation, most of which center around feelings 
of guilt. The preoccupation will vary from that of promiscuous 
sexual activity, incestuous fantasies, a body racked with imaginary 
syphilis, misdeeds in service, or, in a very deteriorated case, the 
feeling, “I am a bad boy.” While the content of this material is 
rather general in nature, the underlying emotional theme in all 
these patients involves their feeling worthless, no good, afraid 
and deserving of punishment. The type of problem in self-esteem 
which is seen acutely or transiently in the patients previously dis- 
cussed is almost constant here. In addition, since these patients 
are usually rather disturbed, sufficient therapeutic involvement— 
which might produce greater knowledge of what is in their suicidal 
preoccupation—is not possible. However, using what material it 
is possible to obtain, certain things were clear. 

That suicide represents a form of expiation in patients overcome 
with what usually amount to delusions of guilt and sin can be dem- 
onstrated in some of these patients. One was seen whose mental 
illness made him unable to work. Completely dependent on his 
wife, he would expiate the situation and his entire illness every six 
months or so with what was not a very serious suicide attempt. He 
would be all right for a short time following an attempt, and then 
would again develop feelings of worthlessness about himself and 
his whole situation. In showing his wife that he was really sorry 
for their difficulties, he would “buy six months more time” to con- 
tinue as before. There is not only an element in this behavior 
that aims unconsciously at atonement and reinstatement in the eyes 
of someone else, but also an element that aims at self-punishment 
for one’s failures, fears and incapacity. 

However, there are patients of this type in which the element 
that appears to predominate is their tremendous fear of harm or 
punishment, and their suicide attempts appear to be in the nature 
of sudden and impulsive riddance of an accumulation of unbearable 
fear. This type of thing can perhaps be most dramatically illus- 
trated with one of the schizophrenic patients. He spent four or 
five hours roaming the city, preoccupied with delusions and hal- 
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lucinations involving people who were after him and were going to 
kill him. Finally, he could bear it no longer, went to his room and 
made a serious attempt to kill himself by slashing his wrists and 
throat. He was admitted to the hospital after being found by 
neighbors in a state of shock. This type of reaction was seen in 
many patients who were overcome with feelings of sin and expec- 
tations of punishment. Their preoccupation was with their guilt, 
but it was soon evident this was merely another way of expressing 
the overwhelming fear of punishment that haunted them. 


When the sickest of such patients are overcome with fear and 
guilt, even the aim of expiation or riddance does not appear mani- 
fest. All of their emotions appear to have been cut off from com- 
municative functions. They usually present clinically a more apa- 
thetic than depressive picture. They also are among the group of 
patients who, failing in one suicide attempt, usually continue to 
make them repetitively until successful. In many other suicidal 
patients, on the contrary, there are periods ranging widely in 
length between successive suicide attempts. 

Suicide has a wide range in both frequency and motivation from 
culture to culture, and this fact would really appear to warrant 
careful, separate and definite investigation. Such a study would 
throw light on the varying incidence of fantasies of gratification 
through death or of atonement through death. One of the things 
that Durkheim noted, in his classic treatise on suicide, was that the 
incidence was less in Roman Catholie countries. He attributed 
this to the greater integration of community life present in such 
countries. It is an interesting speculation that the reason for this 
may well lie in the fact that the Catholic religion allows more room 
than any other for expiation or atonement within the framework of 
the religion. It may thus serve for many people as a suitable out- 
let instead of recourse to suicide. St. Augustine, in what appears 
to have been the first serious consideration by a Christian theo- 
logian on the subject of suicide, specifically condemns it on the 
grounds that it leaves no room for expiation. 


THERAPEUTIC CONSIDERATIONS 


In discussing some of the therapeutic problems concerning sui- 
cide, there is no intent to imply that we are dealing with something 
radically different from the general problem involved in psycho- 
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therapy. This is, of course, not the case; and, in addition, it is al- 
most too obvious to mention that problems about suicide may be 
only one aspect of the individual’s total problems. However, it is 
usually necessary to deal first and effectively with the problems 
that are related to suicide, or there will be no opportunity to deal 
with others. 


The dynamies described in connection with suicide—dynamies 
which one must understand to treat these patients effectively— 
run the gamut of psychiatric entities from non-psychoties to ad- 
vanced schizophrenics. Much of what might be said about this sub- 
ject would involve some of the unsettled questions regarding clini- 
‘al psychiatric entities with which it is not the purpose to deal here. 


A word might be said about some of the cases that are difficult 
to involve in therapy. The aggressive paranoid patients, with sud- 
den alternations between rage and fear, particularly patients who 
tend to act out their rage, form one such group. The writer has 
seen many cases where depression alternated with paranoid be- 
havior. It could be noted here that, insofar as fear and the depres- 
sive features predominated, these patients were a serious suicidal 
risk; insofar as rage and the paranoid features were predominant, 
they were less so. This is not to imply that paranoid aggression 
is incompatible with suicide, for such suicidal cases are seen. They 
are patients in whom there are much more than ordinarily sudden 
shifts from rage to fear, and vice versa. They are also probably 
the patients who are capable of both homicide and suicide if the 
intensity of their emotions is great enough. Their sudden severe 
emotional shifts make them difficult to hold in a therapeutic rela- 
tionship. 

The apathetic schizophrenic patients who were mentioned before, 
in whose emotional life guilt and fear predominate and who seem 
eut off from any environmental communications, are another dif- 
ficult group to involve in treatment. They contrast sharply with 
the patients in whom a more truly depressive aspect is predom- 
inant; who often want help and can be rather readily involved in 
therapy. 

The cases the writer has treated were admitted to Bellevue fol- 
lowing serious suicide attempts. Admission to the hospital was no 
reflection on the seriousness of the psychiatric condition, since the 
police routinely bring to Bellevue persons who make suicide at- 





HERBERT HENDIN, M. D. 281 


tempts. Cases were selected for treatment that were as representa- 
tive of the range of situational and motivational factors in suicide 
as possible—basing this selection on earlier work at Bellevue. Six 
seriously suicidal patients and two who were less seriously suicidal 
were treated in the last few years. It is hoped to treat three times 
that many before this work is completed and to maintain as long 
follow-ups as possible with cases where treatment has been com- 
pleted. 

Wherever possible, treatment was begun while the patient was 
in the hospital and continued on an outpatient basis on the pa- 
tient’s discharge. The writer’s feeling is that if the therapist can 
form a working relationship with the patient, the patient can then 
be treated on an outpatient basis with reasonable safety. Only one 
of the six seriously suicidal patients had to be temporarily re-hos- 
pitalized when the suicidal risk became too great, and this was only 
for ashort time. As has been noted, a patient’s dreams are a good 
indication of the danger of suicide. What should be stressed is 
that, if the therapeutic contact is good, potential danger can be 
spotted in time. 

Now, any conclusions about therapeutic results must be tenta- 
tive. Naturally, the ultimate prognosis is the prognosis of the en- 
tire personality, and suicide is but one aspect. Yet, thinking of 
suicide as a symptom manifestation cutting across all entities, the 
writer thinks it is one that is most amenable to treatment. He does 
not mean to imply that if, for example, there is an underlying 
schizophrenic personality structure, it will be basically altered, but 
sufficient improvement can be made to make suicide appear an un- 
likely risk. This amenability to treatment is even more true of de- 
pressed patients. The writer’s impression so far has been that 
working through the dynamics of the patient’s need for suicide can 
remove the danger of suicide, but that any underlying predisposi- 
tion to depression is harder to alter permanently. That therapy 
can prevent suicide in the immediate context, the writer feels it is 
safe to conclude. How much permanent emotional improvement is 
achieved and how far this will outlast treatment, he is not in a po- 
sition to say. Long-term follow-ups in this regard are being at- 
tempted; and they have the difficulties implicit in follow-ups of all 
psychiatric cases. 
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SUMMARY 
This paper deals with some of the dynamic constellations in- 
volved in suicide. The factor of depression has also been consid- 
ered, and some of its interrelations with the problem of suicide. 
Finally, some of the therapeutic problems encountered in dealing 
with suicidal patients have been discussed. 


1045 Park Avenue 
New York 28, N. Y. 
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A FOLLOW-UP STUDY OF “UNTREATED” PATIENTS WITH VARIOUS 
BEHAVIOR DISORDERS 
BY GEORGE SASLOW, M. D., AND ANN DeHUFF PETERS, M. D. 
I. Inrropuction 


Little critical information is available concerning the natural his- 
tory of untreated behavior disorders. Studies, recently reviewed 
by Miles, Barrabee, and Finesinger,’ have been made of patients 
with behavior disorders who have been treated by various methods 
and for varying lengths of time, but few such follow-ups have been 
made of patients who have not had treatment planned specifically 
to alter basic adjustive techniques. The ideal means of study 
would be to follow a control group diagnosed as having personality 
disorders but, at the same time, denied any therapeutic assistance 
with their symptoms, and to compare the fate of such a group with 
a matched group receiving assistance. An experiment so designed 
is very difficult to carry out, with the level of discomfort as high as 
it usually is in patients who come to a medical setting. In an ef- 
fort to gather information concerning the outcome of untreated 
personality disorders, evaluation has been undertaken of a group 
of patients who were available because of the existence of a par- 
ticular clinic. 

Several years ago, one of the authors (G. 8.) established a con- 
sultation service to the medical clinics of Washington University 
Clinies which expanded after a year into a formally organized 
clinic for the study of medical problems in which life situations and 
personality functioning played important roles. This clinic be- 
came known as Medicine D.? During the six years this service has 
been available, approximately 1,800 patients have been studied. 
The majority of these patients have had interview therapy, but a 
number have not had it, for varying reasons. Some lived too far 
away to undertake reasonably frequent regular attendance, some 
refused therapy, others were expected to manage their difficulties 
increasingly well without it, some were thought not likely to be re- 
sponsive to behavior therapy by interview methods and were urged 
to return at times of acute distress for intermittent drive-reducing 
procedures such as drugs or single interviews, some were urged 
to seek hospitalization, and so on. 
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Il. Tuer Present Stupy 


For the purposes of this study, the first 100 consecutive patients 
who met the following criteria, were selected from the appoint- 
ment book of Medicine D: 

(a) They had been diagnosed in Medicine D as having a be- 
havior disorder, whatever other illnesses were present. 


(b) They had been so diagnosed by one physician (G. 8.)—this 
criterion was used in the hope of reducing the notorious unrelia- 
bility of psychiatric diagnosis.* * 

(c) They were not seen more than two additional times by ap- 
pointment in Medicine D. It turned out that all the patients who 
met criteria (a) and (b) had returned to Medicine D for only one 
interview after the initial one, or had returned for considerably 
more than one. 


PROCEDURE 


The follow-up data were obtained by one person (A. P.) who had 
worked in the Medicine D clinic. 

After selection of the patient group, the work proceeded accord- 
ing to the following plan: 


A. Analysis of the Patient’s Medical Record 


In this preliminary analysis of the medical records, the patients 
seemed to fall naturally into four major groups: 

(1) Nonpsychotie patients who refused interview treatment, or 
for whom this type of treatment did not seem indicated because 
they showed little or no insight into the nature of their difficulties ; 
(2) nonpsychotie patients who showed some insight into their prob- 
lems and (a) wished to continue on their own, or (b) did not seem 
to need further interview treatment at that time; (3) nonpsychotic 
patients who accepted a definite treatment plan outlined at the first 
interview but failed to keep appointments; (4) patients diagnosed 
as psychotie. 

This grouping was originally done by one of the authors and 
checked independently by the other, with complete agreement as to 
group assignment in all except seven patients. 

The following information was obtained from each patient’s med- 
ical record: age; sex; color; education; marital status; urban or 
rural nature of community; previous medical care; dates of clinic 





GEORGE SASLOW, M. D., AND ANN DEHUFF PETERS, M.D. 285 


visits ; number and types of clinics visited; medical and psychiatric 
diagnostic impressions; number, severity, frequency, and duration 
of major symptoms; treatments or special examinations; reason 
for referral to Medicine D; data pertinent to the patient’s adjus- 
tive techniques and life situations. 


B. Locating the Patients 


Eighty-seven of the original sample of 100 patients could be lo- 
cated, and a reasonable amount of information was obtained about 
83 of these. Four did not reply to repeated letters and question- 
naires, and lived at such distances that home visits were impracti- 
eal. Of the 13 who could not be found, 10 had initially lived in the 
metropolitan St. Louis area; 11 were women, and two were men. 

Sixty-four patients had given addresses in the metropolitan St. 
Louis area when first seen; 26 had addresses scattered throughout 
Missouri and Southern Illinois. Forty-four patients still lived at 
their same addresses; 56 had moved at least once since their last 
clinic visits. The usual sources were utilized, to try to locate those 
patients who could not be traced by address: telephone directories, 
city directories, post office directory service, Veterans Administra- 
tion regional office, social service exchange, schools, places of for- 
mer employment, relatives, former landlords, and social agencies 
that had helped patients or their families. The St. Louis Police 
Department assisted, by consulting other sources and lists not 
available directly, such as marriage license lists, voters’ registra- 
tions, police dockets, and automobile license lists. 


C. Collection of Follow-up Information 


It was planned to have a personal interview with each patient, 
but this did not prove feasible in every instance. Letters with an 
explanation of the study and its purposes did not prove effective 
in obtaining information. Since carefully-worded questionnaires 
have been found in several follow-up studies’ *** to give informa- 
tion little different from that obtained in personal interviews, a 
questionnaire was devised which was sent to all patients living at a 
distance greater than 50 miles. A general summary of the kind of 
information sought is given in the following; the outline of the 
questionnaire was adapted for each individual patient. These 
questionnaires were also used with a few patients living in or near 
St. Louis, and who were unwilling to have personal interviews but 
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agreed to answer questionnaires. Two patients replied to the ques- 
tionnaire and also came in subsequently for personal interviews. 
The number of patients responding to the questionnaire was much 
greater than those responding to letters alone. 

For 13 patients, the follow-up information was obtained only 
from clinic records, case workers, or responsible relatives. Kleven 
of these patients were psychotic or severely psychoneurotic per- 
sons, personal contact with whom was considered to be contraindi- 
cated, unnecessary, or both; two had moved to distant states and 
did not reply to letters or questionnaires. 


Table 1. How Follow-Up Information Was Obtained 








Directly 
Personal interview 
Questionnaire 

Indirectly 
Clinic record 
Relative 
Other agency 








The interviews and questionnaires were directed toward gather- 
ing information in the following areas: 1. Persistence of, or 
changes in, symptoms. 2. Persistence of, or changes in, basic pat- 
terns of behavior defined in the initial clinic visits. 3. Persistence 
of, or changes in, the patient’s environment, way of life, or family 
constellation. 4. Medical and other care received (when, where, 
from whom, hospitalizations). 5. The patient’s evaluation of his 
present state of health compared with that at the former clinic 
visit. 6. To what factor or factors the patient attributed any 
change in symptoms or patterns of behavior. 


III. CompositTion OF THE PATIENT SAMPLE 


Composition of the total patient sample, with regard to certain 
attributes, is shown in Table 2; for comparison, the same data are 
shown for the 83 patients about whom adequate follow-up informa- 
tion was obtained. 


It is clear from Table 2 that the patients who were studied dif- 
fered in no significant way from the total patient sample. 

In the remainder of this paper, all data presented will deal with 
the 83 patients about whom follow-up information was obtained. 
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Table 2. Composition of Samples 








Total sample Sample of 83 patients 
No. and per cent No. Per cent 





31 29 
69 54 


90 76 
10 7 


19 
21 


il 
9 
Marital status 
Single 
Married 
Widowed, divorced, separated 
Environment 
Urban 
Rural or small town 
Cultural pattern 
American, white 
American, Negro 
Other 
Subdivision into groups* 
GTOOP Dosis cicisssvcssevccoss covces 
Group 2 .ccccccccsecccccccsccesccccs 
GTOUP 3S ooo cccvcsccecsescocsveencees 
Group 4 


Oceupation** 


Education 
Less than 8 grades 
8th grade completed 
9-12 years 
13 + years 
Unknown ..,.... 
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Table 2. Composition of Samples—(continued) 








No. and per cent No. Per cent 





Psychiatric impression 


Psychoneurosis 


Anxiety 
Hysteriat 
Reactive depression 
Transient psychiatric disturbance . 


Psychosis 


Schizophrenia 

Agitated depression 

Type unspecified 
Mental deficiency 


Severe psychiatric disturbance, 
unspecified 


Psychosomatic illness 
Hypertension 


Asthma 
More than 1 psychiatric diagnosis .... 








*See page 284. 


**Occupational class (listing modified from Kinsey and his co-workers), Kinsey, A. C.; 
Pomeroy, W. B.; and Martin, C. E.: Sexual Behavior in the Human Male. Pp. 77-78. 
Saunders. Philadelphia. 1948. . . . O, dependent, if adult other than a spouse, and 
completely dependent; 1, day labor and semi-skilled labor; 2, skilled labor, lower and 
upper white collar group; 3, professional group, business executives, and extremely 
wealthy; 4, a minor or spouse dependent upon supporting adult of class 1; 5, a minor 
or spouse dependent upon supporting adult of class 2; 6, a minor or spouse dependent 
upon supporting adult of class 3. 

tThe definition of hysteria used at the time of these original interviews proved to be 
identical with that published some time later by Purtell, et al. (Ref. 8.) 


Table 3 shows certain features of the illnesses of the 83 patients, 
before they were seen for the first time in Medicine D. 

Major symptoms are those listed as chief complaints or which 
apparently were an inherent part of the present illness. The num- 
ber and duration of symptoms are self-explanatory. Severity of 
symptoms was rated according to incapacity or change in any or 
all of these three areas: (1) health, (2) work, and (3) social or in- 
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Table 3. Medical Aspects of Patients’ Illnesses, Prior to First Interview 











Features No. of patients 





Number of major symptoms 


Duration of symptoms 
Less than 3 months ......... oecceee VTTTTr Tey 
3-6 months c 
7-12 MONthE oes cseccvcsesevdccccccssecccvcceves 
1-2 YEATS .occerecccscrevccoes eee ccccccccccccees 
2-5 years 
6-10 years 
More than 10 years 

Severity of symptoms 
Incapacity in 1 Area ....cccsececrcereseeceeveces 
Incapacity in 2 Areas ...eeeseeee SveVecveceecenen 
Incapacity in 3 AT€AS .....ceeeeeeceecececeeeeees 
Incapacity necessitating hospitalization 


Hospitalizations 


Three Or MOTE .....eeeeeeee Cee ne Reduces csenccees 
Care received from physicians and others 
(a) Outside Washington University Clinics 


More than 10 ..... bode Das d di vniesd veelea we 
6. Number of patient’ who had definitive medical, surgical, 
or gynecologic problems in addition to personality dis- 
order* 36 
16 
Surgical ...... 6deses Cee voeccecs Caecesegeraseees 4 
GiyMOeOdo he a is 56a s CREE S AF OS Nice bu eewdsiverd 16 





“Included in this category were hypertrophic arthritis, congenital heart disease, 
cholelithiasis, endocervicitis, myomata uteri, prostatitis, cystitis, metatarsalgia, etc. 
(When a patient’s case was referred to Medicine D, the referring physician considered 
most of his disability not due to these disorders.) 
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terpersonal relationships.* Hospitalization included all hospitali- 
zations, since it proved impossible to ascertain how many of these 
were for defined surgical or medical reasons alone. The records 
indicated that most of the hospitalizations were related to disabil- 
ity from the personality disorder. Care received from physicians 
and others outside the clinies was subdivided into none, occasional, 
and continuous care. “No care” meant that the patient had not 
consulted a physician, osteopath, or chiropractor, since the onset 
of the symptoms which brought him to Washington University 
Clinics. Occasional care was defined as visits to one or more doc- 
tors at infrequent intervals, and continuous care as visits at regu- 
lar monthly or weekly intervals to a “family doctor” or clinic, or a 
regular series of treatments by a physician, osteopath, or chiro- 
practor. 
IV. Resvutts 


Length of Follow-up 


Length of follow-up ranged from one year and four months, to 
six years and eight months, with 80 per cent of the group falling 
between four and six years. Only one of the 83 patients has died. 


She was hospitalized with arteriosclerotic heart disease about 
three years after her clinic visit (having shown no evidence of car- 
diac disability when first observed at the clinies) and died in con- 
gestive failure several months later. 


Types of Information Obtained 

Much of the information needed was obtained and listed readily— 
for example, changes in symptoms, medical care received, changes 
in home situation or in job. Data dealing with changes in basic pat- 
terns of behavior were more difficult to obtain. After the initial in- 
terview, notes had been left in the record describing life situations 
and patterns of behavior; these brief statements dealt with such 
matters as subnormal assertiveness, inability to grade assertiveness 
appropriately, restricted social milieu, poor interpersonal relation- 
ships (with parents, siblings, spouse, employer, co-workers), ex- 
treme dependency upon specified persons, low frustration tolerance, 
specified dysfunctions in defined stressful situations, obsessive-com- 

“One of the authors, G. 8., had been interested in devising a rating scale for eval- 


uating this type of information, and the data recorded in the medical records were sufti- 
ciently explicit on this point in most cases, 
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pulsive behavior, marked mood swings, hypochondriacal self-obser- 
vation, inappropriate fears or feelings of guilt, habitual patterns 
of anxiety, and habitual patterns of hysterical symptoms. In the 
preliminary analysis of the patient’s charts, these personality fac- 
tors were grouped into three areas, those relating primarily to: (1) 
health, (2) work, and (3) social and interpersonal relationships. 
In the follow-up, careful questioning was directed toward obtain- 
ing specific examples of the patient’s responses to similar situa- 
tions at the time of the follow-up. The information was then eval- 
uated as to modification or change in patterns of behavior in each 
of the three areas, in directions considered helpful or harmful to 
the patient by both patient and examiner. No attempt was made 
to evaluate the degree of modification, since, in many instances, the 
degree of disability had either not been elucidated in enough de- 
tail in the original interview, or had not been recorded in enough 
detail to make evaluation worth while. 

Table 4 gives an over-all picture of the changes subsequent to 
the last visit to Medicine D, in the 82 patients still living. 


Table 4. Changes on Follow-Up 








Change in Job 
(Includes promotions or demotions, and changes in salary, in addition to changes in 
place or type of employment.) 
No change 44 
Changed 1 time 
Changed 2 times 
Changed 3 times or more 


Change in Marital Status 


No change 
Married 


Divorced 
Separated 


No move in interim 
Moved 1 time 


Change in Symptoms 
Lost all symptoms 
TOG DOM Ais son sider eeadibndewercinwcssos 
Still has symptoms but noticeably less often 
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Table 4. Changes on Follow-Up—(concluded) 








Lost some, but has new symptoms . 
More symptoms including old ones . 
No change 


Change in Patterns of Behavior* 
Modified 1 area in a helpful direction .... 
Modified 2 areas in a helpful direction .... 
Modified 3 areas in a helpful direction .... 


| eeereyi irre rrr as 
Care Received from Physicians and Others 

NOMO. «.2:s02'scaneso2 aepageeeds heteeeeaaae 
Occasional care 

Continuous care 

Hospitalization in general hospital 
Hospitalization in mental hospital ........ 
Psychotherapy or case work ......... sees 











*Areas of health, work, and social and interpersonal relations. 


Table 5 gives the patient’s description of his present subjective 
state of health in relation to his receiving any sort of care from 
physicians, osteopaths, or others. 


Table 5. Reported Stdte of Health in Relation to Health Care 











Better Same Worse 





82 patients still living 39 33 10 
Without care 12 4 
With occasional care 8 10 
With contimuous Care ......cccccccccccccccvcces oe 14 19 
Since hospitalization, operation or pregnancy 5 0 








The 39 patients who reported themselves definitely improved 
considered the following factors chiefly responsible for their im- 
provement. 

Help from Medicine D .......... ee ccerecccccccce ceeccece 12 
Medical explanation or treatment from another doctor 
Hospitalizations 

Mental hospital .........seeeee. coccecccoces 

Operations 

Pregnancy 
Marriage plus change in economic status 
Interest and support from a friend or relative at a time of 

particular stress 
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Marriage 

Change in job or economic status 
Case work help 

Death of husband 

Religion 

It was impossible to get similar data from the 10 patients who 
felt worse. Only three felt that specific cireumstances had in- 
creased their difficulties—an operation for otosclerosis was so de- 
scribed by one patient; the onset of symptoms of rheumatoid arth- 
ritis by a second; and a third so described an auto accident in which 
she suffered back and head injuries (although she had complained 
of similar symptoms prior to the accident). The other seven of 
these 10 patients said they “just gradually got worse.” It is evi- 
dent that the factors patients say are responsible for changes in 
their state of health cannot be appraised adequately. 

Because such a large number of patients (39, or 47 per cent) re- 
ported themselves as improved, an attempt was made to see what 
relationships might exist between various aspects of a patient’s 
illness and his apparent improvement. Over half of the total group 
studied (43, or 53 per cent) had reported continuous care of some 
type since their clinic visits. The question should be asked: Did 
the amount and kind of care have any relation to the patient’s re- 
ported status on follow-up? 

Detailed tabulations were made of the patients reporting them- 
selves as improved, so that groups which had received no subse- 
quent care, occasional care, or continuous care, could be compared 
with regard to the following aspects of their illnesses: psychiatric 
diagnosis ; number, duration, and severity of symptoms; previous 
care from physicians and others; hospitalizations, changes in 
symptoms; and changes in patterns of behavior. Similar tabula- 
tions were made of the groups reporting themselves the same or 
worse. Comparisons showed that the nature, frequency, and dura- 
tion of subsequent care which these patients received had no evi- 
dent relationship to the various aspects of their illnesses noted in 
the foregoing. Since there is so little relationship between these 
various aspects of illness and the amount and kind of care, it is 
a likely assumption that utilization of care is determined by other, 
probably complex, factors of personality and life situation about 
which little information is available. A similar conclusion was 
reached by the investigators in the Peckham Experiment.® 
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Certain trends appeared in the tabulated material: (1) all of 
the patients diagnosed as having transient psychiatric disturbances 
were in the reportedly improved group; (2) 75 per cent of those 
diagnosed as having hysteria reported themselves the same or 
worse; (3) 75 per cent of group 2* reported themselves improved; 
(4) a slightly larger proportion of patients in the “improved” 
group had shown prior incapacity in only 1 or 2 areas; (5) a larger 
percentage of patients in the “improved” group reported loss of 
symptoms than in the other groups, and (6) nearly all the patients 
who showed basic changes in patterns of behavior were in the “im- 
proved” group (29 out of 33). An over-all subjective report of im- 
provement was thus frequently associated with reported loss of 
symptoms and inferred basic changes in patterns of behavior. 
There were no significant differences among the three groups (im- 
proved, same, worse) with regard to any of the other factors 
studied. All the numbers involved were too small for further sta- 
tistical study. 


Criteria of Improvement 


In considering the problem of assessing improvement, it is de- 
sirable to use criteria which take into account not only the patient’s 
over-all description of his subjective state and such symptoms or 
changes in symptoms or adjustive techniques as he finds easy to re- 
port spontaneously, but also a relatively systematic description 
(with such initiative by the interviewer as is necessary) of the pa- 
tient’s behavior in situations which were known to have been dif- 
ficult for him in the past—a description of such a nature that it 
could be subjected to independent verification.” There have been 
various attempts to solve this problem with the use of carefully 
worked out seales’"* but the special conditions of this study pro- 
vided too little initial information for such scales to be used effec- 
tively. 


An attempt was made to differentiate between symptomatic im- 
provement and basic improvement, according to the criteria de- 
veloped by Ripley, Wolf, and Wolff,’ but their definition of basic 
improvement depended upon the patient’s having encountered a 
major threat in his life situation which he met in a more construc- 
tive way than he would have done formerly and without symptoms. 


*See page 284, 
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In this study, no consistent attempt was made to assess whether 
the evidence of changes in basic response was associated with any 
major threat or crisis, but such changes were generally considered, 
instead, in terms of the patient’s habitual pattern of adjustive tech- 
niques. The limitations of the material were such as to make nat- 
ural a method closer to that of Miles, et al. and Luff and Garrod,* 
than of any others so far reported. In their studies the classifica- 
tions “apparently recovered,” “much improved,” “slightly im- 
proved,” and “unimproved” were used, with careful definition of 
each category in terms of symptomatic improvement and improve- 
ment in social adjustment. 

In order to approach their definitions as closely as possible, the 
record of each patient was reviewed in terms of (1) original dis- 
ability (whether it involved all areas of adjustment, or fewer), (2) 
changes in symptoms, and (3) changes in basic patterns of re- 
sponse. Items 1 and 3 were analyzed together to determine whether 
the patient showed changed response in areas in which he had pre- 
viously shown disability. 

The criteria for symptomatic evaluation, for social evaluation, 
and for over-all evaluation as outlined by Miles, et al.* were fol- 
lowed as closely as the limitations of the material would permit. 
Patients were considered “apparently recovered” who had lost all 
symptoms, changed their basic responses in all the areas previ- 
ously affected (health, work, social relations) or had demonstrated 
less disabling responses in the face of marked, previously mean- 
ingful stress. Patients were considered “much improved” who had 
lost all or most of their symptoms, had demonstrated less disabling 
response in all the areas previously affected, or had shown only 
minor disability in the face of stressful situations. Patients were 
considered “improved” who had lost many of their symptoms, or 
in whom symptoms occurred much less frequently, and who had 
shown less disabling responses in all but one of the areas previ- 
ously affected. Patients were considered “slightly improved” who 
had only shown symptomatic improvement, or who had changed 
patterns of response in only one of the previously affected areas. 

Utilizing these definitions, the figures in Table 6 were obtained: 


If those patients evaluated as slightly improved are considered 
“not unequivocally better” (according to Miles’ criteria), it is ap- 
parent that 30, or 387 per cent, of the group studied have had a sat- 
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Table 6. Evaluation on Follow-Up 








Number Percentage 
of cases of cases 





Apparently recovered 4 
Much improved oapeees 15 
Improved 18 
Slightly improved ees 18 
Essentially unchanged eesccvess 33 
Worse oe 12 


Totals 100 





isfactory outcome, while 52, or 63 per cent, are essentially un- 
changed. Of the 30, none had had planned ease work or psycho- 
therapy. 

The follow-up data also permitted some evaluation of the effec- 
tiveness of the initial interview in predicting outcome. Thirty-two 
of the 82 medical records had some type of predictive statement, in 
eight others prediction was implied by diagnosis (2 transient psy- 
chiatric disturbance, 1 severe hysteria, 2 mental deficiency, 3 con- 
stitutional physiologic and psychologic inferior), and in 11 others 
group placement (in Groups 1 or 2)* was considered to imply a 
prediction. This made a total of 51 patients in whom some predic- 
tion had been made or clearly implied. 


Table 7. Effectiveness of Initial Interview in Predicting Outcome 


Did not 
Total Improved improve 





Prediction—made or implied 51 6 25 
Prognosis thought to be good or hopeful 32 : 10 
Prognosis thought to be doubtful or poor 19 15 

Percentage correct prediction of outcome Per cent 

In hopeful cases ....ccccecscecvece 69 
In poor cases coveeeces 79 


Tes eID GE GAMES a o's ced SHS i ev oun te v's ers 





Thus, a considerable time after the initial interview, prediction 
of this rough sort is found to be correct in 73 per cent of the in- 
stances for which relevant statements were found. The percentage 
is higher where the prognosis was poor. 


“See page 284. 
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Since there had been only one interview in many of these cases, 
the likelihood that the diagnosis made initially would be repeated 
by another examiner who had the follow-up information available, 
as well as the original notes, was unknown. Hence, the original 
diagnosis was not considered binding, and alternative possibilities 
were considered as each patient was reviewed. 

In 11 of the 82 patients, an alternative diagnosis seemed to fit 
all the available data better. There appeared to be two main rea- 
sons for the changes indicated: (1) New symptoms had appeared, 
and (2) clear-cut patterns of symptoms or responses emerged 
about which earlier information was incomplete. 

In view of the notorious difficulty in agreement upon the diag- 
nosis of behavior disorder,* ** these findings are of some interest 
as indicating the possibility of teaching methods of diagnostic 
labeling—although it must be pointed out that the way in which 
the problem was approached in this study was not analogous to 
Ash’s procedure.® 


V. Discussion 


The percentage of successful follow-ups, 83 per cent, may be com- 
pared with results of other follow-up studies of various kinds. In 
general, successful follow-ups of clinic groups range from 40 to 89 
per cent.’ The percentage seems to have little relation to whether 
the patients are medical, surgical, or psychiatric; whether highly 
mobile American or less mobile British and Continental European; 
and whether they had received intensive psychotherapy or rejected 
all psychotherapy. An outstanding exception is the study of 
Wheeler, et al.,° in which significant information about 98.8 per 
cent of 173 patients could be obtained 20 years after a specified 
type of medical care; the patients were private patients of a single 
well-known physician. 

Various problems are to be considered in evaluating the results 
of this inquiry. One is the question of whether these patients can 
actually be considered untreated. The therapeutic effectiveness of 
even one interview in some situations has been repeatedly demon- 
strated; and there were indications in this study that several pa- 
tients felt they had been helped by a single interview, and had 
taken action on their own behalf which was followed by improve- 
ment. However, if an attempt had been made to select patients 
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from the general medical clinies who were considered to have some 
type of psychiatric disturbance, but who had never been seen by a 
psychiatrist, an even greater problem would have resulted—that 
of inconsistency in terminology. This problem has been pointed 
out by many investigators,* *'* in connection with numerous 
studies. Even among psychiatrists in one clinic, terminology may 
differ widely, and the discrepancies of usage are greater when the 
psychiatric impressions of physicians in other specialties or in gen- 
eral practice are included. It was felt, therefore, that the import- 
ance of having a consistent diagnosis of the type of behavior dis- 
order outweighed the possible bias of any therapeutic effect of the 
interview. 

Comment has been made by some investigators’ ** that psychi- 
atric patients who did improve or were “satisfied” with their treat- 
ment were more likely to respond to letters or requests for inter- 
views, which might distort the final results. The experience with 
this patient sample did not bear out this comment, although ad- 
mittedly it represents a different sample from most groups studied. 
Comparison of Group 1 (little insight, rejected treatment) with 


Group 2 (fair insight) showed equal percentages of patients re- 
sponding to the follow-up procedures. This experience is congru- 
ent with those of Friess and Nelson” and Luff and Garrod,’* who 
make specific mention of this point. 


A number of the authors’ observations are significant with re- 
gard to the controversy concerning the effects, if any, of systematic 
psychotherapy. Eysenck,"’ in a recent review of the available ma- 
terial, concludes that the data fail to support the hypothesis that 
psychotherapy facilitates recovery from neurotic disorder, when it 
is compared with general medical care or state hospital custodial 
eare. The evaluative criteria used in the studies surveyed by 
KX\ysenck included discharge from the state hospital; ability to carry 
on well in economic adjustments for a five-year period; complaint 
of no further, or very slight difficulties; making successful social 
adjustments; and the like. The present authors’ observations in- 
dicate clearly that, over the follow-up period, occupational stabil- 
ity, marital stability, geographic stability, and the nature and 
amount of medical care are variables which did not discriminate 
reliably those patients who improved (by any of the three main 
classes of criteria: subjective report, changes in symptoms, change 
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in interpersonal techniques) from those who remained the same 
or got worse. Further, observations made in 1950-1952 of the so- 
cial adjustment of a sample of patients from the same (Medicine 
D) clinic who were having systematic psychotherapy showed sub- 
stantially the same percentages of patients who did or did not 
change jobs, or spouses, or location, or general social relationships, 
over a treatment period of a year.’* Hence, a number of variables 
commonly utilized in these evaluative studies are probably irrele- 
vant to the issues. Apparently personality disorders per se are 
not necessarily associated with disruption of a patient’s life on the 
seale implied by such criteria. 

The writers are inclined also to question the comparability of a 
patient sample like Denker’s’® (clerical workers, executives, teach- 
ers and professional men, “disabled totally” for at least a three- 
month period in that they were unable to carry on “with any oc- 
cupation for remuneration or profit”) and such a sample as the 
writers followed (skilled laborers and their dependents chiefly, 
with only six having their presenting complaints for less than 12 
months, and 40 having them for over 10 years). Noncomparability 
of treated and untreated samples and non-discriminating evalua- 
tive criteria may be highly pertinent to controversy over psycho- 
therapy. 

When “apparently recovered,’ “much improved” and “im- 
proved” were defined for the authors’ patient sample in ac- 
cord with Miles, et al.," the total percentage in these cate- 
gories was 37—considerably lower than in other, similar data used 
by Eysenck. Of the 30 patients rated in these three improved ecate- 
gories, good prognoses had been stated for 22 at the initial inter- 
views. Since this sort of psychiatric prediction may be highly cor- 
related with outcome years later (as shown not only with the pres- 
ent sample, but also in the studies of W. A. Hunt, and in the Co- 
lumbia-Greystone topectomy study, in which psychiatric appraisal 
was more highly correlated with over-all outcome than were vari- 
ous psychological tests and other laboratory procedures), perhaps 
the variable of prognosis in initial interview should be given ex- 
plicit place in evaluative studies: by alternating patients with the 
same prognosis in no-therapy and therapy samples. 


Another factor deserving of comment is the effect of stress upon 
patients with behavior disorders. Short-time observations by Carl 
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Rogers, among others, indicate that measurable changes of cer- 
tain kinds are associated with “successful therapy.” Longer ob- 
servations (over a 20-year period), such as those of Hinkle and 
Plummer,” suggest concomitant variation of chronic interpersonal 
stress, industrial absence rate, and symptoms and illnesses of vari- 
ous types. But when chronic stress was extremely severe, as in a 
concentration camp of World War II, Kral* observed that old neu- 
rotics apparently recovered; no new neurotics appeared; psycho- 
somatic disorders, the common cold and cerebral arteriosclerosis 
were extremely rare; while senile dementia showed marked in- 
crease. 

Do such observations mean that “stress” operates discontinu- 
ously? Or that neurotic responses are only to highly specific cues? 
Or that extreme stress reduces old physiological and behavior dys- 
functions by the mechanism suggested by McCulloch*—that neu- 
ronal circuits have inhibitory links so that when two circuits in- 
volved in conflicting responses are excited only one circuit works? 
Or that systematic psychotherapy can be evaluated only in a con- 
text of defined stress relatively constant over a considerable time? 
Or that it can be evaluated only in terms of reproducible stress sit- 
uations, such as standardized interviews? 

The questions raised here and other perplexing ones will have to 
be dealt with better than hitherto, before controversial issues 
about psychotherapy can be resolved. It is, of course, possible to 
regard these issues as settled in terms of widely-held present con- 
victions or to dismiss them as unimportant. Neither of these pos- 
sibilities seems acceptable, especially in view of the inverse rela- 
tion between the intensity of conviction felt about personality and 
the measure of validity of the conviction—a matter observed by 
Kelly and Fiske.” 


VI. SumMary 


A follow-up study has been made of 83 consecutive patients diag- 
nosed as having behavior disorders and meeting certain other pre- 
determined criteria. Only two received systematic psychotherapy 
or case-work care, though many had other types of health care. 
The duration of the follow-up period varied from one and one- 
third to six years, 80 per cent being seen four to six years after 
their initial clinic visits. 
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Thirty (37 per cent) were found significantly improved, by cri- 
teria defined in the study. 

Some of the difficulties in the controversy about the effectiveness 
of psychotherapy are discussed. 


Department of Psychiatry 
Massachusetts General Hospital 
Boston, Mass. 
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THE RELATIONSHIP BETWEEN DELUSIONAL THINKING AND 
HOSTILITY---A CASE STUDY* 


BY FELIX COHEN, M. D. 
INTRODUCTION 


This paper is concerned with the dynamic relationship between 
the distorted beliefs and perceptions of a schizophrenic patient and 
his hostile impulses, as seen during individual psychotherapy. The 
emphasis is placed upon the purposeful nature of the patient’s de- 
lusions and hallucinations, which are considered in this regard as 
mechanisms of defense. 


The theoretical principle involved here was described in an 
earlier paper by this writer’ with reference to six schizophrenic 
patients. It had been stated previously by many authors. Fromm- 
Reichman,’ for example, says of the schizophrenic patient, “His 
primary problem is not his anxiety about others, but fear of his 
own hostile, destructive tendencies . . . which he abhors as much 
as and more than his environment . . . delusions, hallucinations, 
catatonic stupor and excitement, persecutory ideas . . . and the 
whole gamut of schizophrenic symptomatology may be studied as 
an outcome of the patient’s problems in this frame of reference.” 

However, the connection between the psychotic patient’s dis- 
torted responses and his hostile impulses is not yet generally rec- 
ognized. Indeed, the very existence of delusions in psychotic pa- 
tients was questioned in a recent paper.’ A more commonly found 
opinion is that delusional thinking exists but that it lacks function 
or meaning. Instead, delusional psychotic expressions are consid- 
ered to be irrelevant, disconnected productions, resulting from a 
disintegrative type of disorder. Other views of the purposeful na- 
ture of delusional thinking stress principally its relationship to a 
traumatic external environment, A phrase which is frequently used 
in this connection, “retreat from reality,” usually refers to the pa- 
tient’s actual frustrations and disappointments in adult interper- 
sonal relationships. 


In the present paper, however, the psychotic patient’s delusional 
thinking is viewed as a “retreat” from an intrapsychic type of real- 
ity. The patient’s anxiety-laden, intensely hostile impulses (among 


*From the Veterans Administration Hospital, Bedford, Mass. 
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others which disturb him) are considered to be the conflict to which 
he reacts by means of his delusions and hallucinations. The pur- 
pose of this report is to present the writer’s clinical experience, 
which supports this hypothesis. The important evidence in this 
regard appeared in the changing psychological trends which were 
seen in individual psychotherapy. Accordingly a reproduction of 
these trends will be attempted in what follows. For this purpose, 
four verbatim selections were obtained during intensive psycho- 
therapy over a 13-month period with a schizophrenic patient. 
Method of Study 

A chronically-ill schizophrenic patient was treated with inten- 
sive individual long-term psychotherapy. Interviews were held 
daily in the vis-a-vis position and were usually an hour in duration. 
The technique of therapy was largely patterned after the associa- 
tive anamnesis as described by Deutsch.* Thus, the therapist fre- 
quently repeated significant words, which the patient had em- 
ployed, in order to facilitate the expression of focal associations. 
This aided in maintaining continuity in the patient’s train of 
thought and allowed a measure of objectivity in the gathering of 
the data. The theoretical basis for therapy was psychoanalytic in 
orientation; that is, the concepts of a dynamic unconscious and of 
transference phenomena in the doctor-patient relationship were 
employed.* 

A tape recording was prepared of each interview. This was done 
with the patient’s knowledge; the tape recorder was demonstrated 
to him at the beginning of treatment and its purpose explained at 
that time. In addition, the microphone remained in full view on a 
table between the therapist and the patient during the sessions. 
Notes were kept of the patient’s important statements and the 
times at which they were made, so that these passages might be 
easily located at a later date. To prevent an excessive and un- 
wieldy collection of tape, only the recordings of obviously impor- 
tant material were saved. 

In addition, observations were made during the interviews con- 
cerning the anxiety and the hostility which the patient showed. 
These affects were evaluated clinically; that is, the writer recorded 
his subjective impressions concerning the tension and antagonism, 
which the patient exhibited in his physical gestures, the tone and 
manner of his speech, and the content of his statements. 
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History of Patient 

The patient, a 32-year-old, white man, had shown an early pre- 
disposition to schizophrenic illness, since he became increasingly 
introverted and seclusive in his ’teens. He was particularly un- 
comfortable in high school because of a recurrent belief that his 
body gave out a foul odor which caused his classmates to sneeze 
and cough in disgust. He was able to fulfill the requirements for 
his high school diploma, however, and went to college for almost a 
year. In 1943, at the age of 23, he received a medical discharge 
from the army, after having served as a private for eight months. 
His diagnosis at that time was schizophrenic reaction, hebephrenic 
type. 


For the next seven years, he made a marginal adjustment at 
home, although his family was embarrassed by his seclusiveness, 
bizarre ideas, and occasional unprovoked, angry, verbal outbursts. 
He was committed to a state hospital in April 1950, following an 
impulsive threat and an attempted assault on a salesman in his 
father’s store. In that hospital, he was deluded and hallucinated, 
but not aggressive in behavior. When his condition was not 
changed after a course of electric shock, he was transferred to the 
Veterans Administration Hospital, Bedford, Mass., in September 
1950. Shortly thereafter, his family took him home for nearly a 
year. They had to return him to the hospital in September 1951 
because of difficulties resulting from his increasing seclusiveness, 
his antagonistic attitude, his beliefs that his neighbors were ene- 
mies who were plotting against him, and his poor nutrition— 
stemming from his belief that his food was contaminated or poi- 
soned. In the hospital, the patient remained in a deluded and hal- 
lucinated state. 

Despite the chronicity and severity of his disorder, he was se- 
lected for psychotherapy because of several considerations. For 
example, he sought out the ward physician with some apparent 
awareness that he was mentally ill. He also accepted readily the 
opinion that some of his beliefs were unrealistic and that psycho- 
therapeutic interviews could be helpful for him. He was well ori- 
ented and generally in much better contact than one would expect. 
He satisfied, as well, certain technical requirements for the special 
study which was contemplated. His voice recorded well, and he 
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proved to be punctual and co-operative about appearing for inter- 
views. 


Interviews were started in April 1952. Despite his apparent 
hesitancy, evasiveness, and anxiety in the early ones, he expressed 
a good deal about his history, his family relationships, and his cur- 
rent fears about the hospital and its personnel, One of his major 
preoccupations was a “burden of guilt and death” on his shoulders 
because of the death of a neighbor. (He had been a total stranger 
and had died of natural causes unconnected with the patient.) 


THE INTERVIEWS 
Selection I 


The first selection was chosen as representative of the material 
found and the therapeutic technique employed at the beginning of 
the sessions. It is a part of the interview of May 9, 1952, about 
five weeks after the beginning of therapy. 

Patient: They want to see that I think about his death . . . About 4 
o’clock I used to sit in the living room [pause] but now I want to take the 
dust off my hands again, see. 

Doctor: So the neighbors want vou to think about his death? 

Patient: Ya’. Not the neighbors—the machines. I don’t know who 
it is. 

Doctor: The machines? 

Patient: Like a cavaleade of automobiles. They used to come around 
about 4 o’clock in the afternoon. They wanted to stir me up about it. A 
cavaleade of automobiles coming down the street, or coming out of — —, 
and they made me concerned about his death, very much, they were doing 
that. 

Doctor: The automobiles did that? 

Patient: Yah, automobiles—the people who are driving the automobiles. 
See? It was like an attack. 

Doctor: Like an attack? You mean it was like those automobiles were 
attacking you? 

Patient: Yah, that’s what they were doing. The drivers in those auto- 
mobiles were attacking me. 

Doctor: Attacking you? 

Patient: Yes, on account of his death. 

Doctor: On aecount of his death? 

Patient: Yes. 

Doctor: Why should they be attacking you on account of his death? 
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Patient: [long pause] Well, they are—must have a pretty good reason 
for doing it. [pause] 

Doctor: What reason could they have? 

Patient: Well, I was sitting [falters, seems apprehensive] on a chair, 
and they used to come around—the automobiles—the attack—the attack 
used to come around about 4 o’clock, and the attack used to come around 
about 11 o’clock at night too, around 10 or 11 o’elock at night. 

Doctor: What happened then? 

Patient: Well, they used to start an attack about 10 or 11 at night. I 
used to be—one time I used to lie in bed sleeping—and the attack got me 
out of my sleep. That attack used to really get me. When I used to lie in 
bed. [Repetition of several sentences.] They really wanted to get me. 

Doctor: They really wanted to get you? 

atient: I don’t know if they had a mind to kill me or not, but they 
really wanted to get me in that attack on account of his death. [Many 
hesitations, repetition with much blocking, much overt anxiety.] A stream 
of automobiles. Each automobile had a person in it or a driver, and they 
used to attack me. [Fumbles in his speech, repeating.] They would at- 
tack me on account of R’s death. You see, he died on a Friday night and 
was buried on a Monday morning, and I did not even go in to look at him 
when he died vou see. 

Doctor: Why should you have? Did you have any obligations to look 
at him? 

Patient: Yes, I really had an obligation to go in to look at him. 

Doctor: Why? 

Patient: Well, probably, that’s why all these things about his death 
have happened to me—-because I did not go in to look at him. I think I did 
have an obligation to go and look at him. 

Doctor: What was your obligation? 

Patient: Because I was not treating the French people right. The 
French people who are living on —— Street. I wasn’t nice to them. 

Doctor: In what way weren’t you nice to them? 

Patient: I hated them, see? I hated the French people very much. That 
is why I was obligated to see him. That’s all. See? I hated them very 
much—I hated them. 

Doctor: Why? What did you have against them? 

Patient: Because they were French. See? That’s all, I hated them. 
[Repeats with more animosity and affeet.]  Beeause they were French. I 
had plenty against them. 

Doctor: What did you have against them? 

Patient: I don’t know if I had anything against them, but I really hated 
them. I hated the French people very much. I wanted to get them all. 
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[After repeating this hostile statement several times, the patient became 
vague and evasive for the remaining half-hour of the interview. ] 


Comment on I 


This interview is presented because it is representative of the 
psychotherapeutic technique employed, as well as of the delusional 
ideation encountered, and the relationship of unrealistic responses 

-to latent hostility. It can be seen that the therapist attempted to 
stimulate the expression of focal associations, by repeating such 
words as “attack” and “death” in a questioning, encouraging, and 
interested tone. That these words were, indeed, emotionally sig- 
nificant to the patient was evident in the sharply-increasing rest- 
lessness, discomfort, and blocking which accompanied his responses 
to them. 

The thoughts which the patient proceeded to express were mark- 
edly unrealistic: “The machines . . . like a cavaleade of automo- 
biles coming down the street . . . they made me concerned about 
his death . . .” Yet he evidently perceived these ideas as actuali- 
ties. This type of material occupied the major part of this selec- 
tion and was characteristic of the early stage of treatment. 

The defensive function of the patient’s distorted responses is 
seen in this selection. One notes that his persecutory beliefs in 
the early part of the interview were expressed spontaneously and 
with little manifest anxiety or hostility. However, as the interview 
proceeded, his persecutory ideation diminished, his tension in- 
creased markedly, and his underlying antagonistic wishes were 
manifested in such statements as “I hated them, I wanted to get 
them all.” It seemed clear that this anxiety was connected with 
his growing awareness of his hostile impulses. 

Selection II 

The second selection is taken from the interview of May 23, 1952. 
It is presented to show the general applicability of the writer’s 
hypothesis. A new group of the patient’s distorted perceptions is 
examined. Its relationship to his hostile impulses is found to be 
siinilar to the one already described. The patient began the inter- 
view by reporting his impressions of the previous day while riding 
about the hospital grounds with his father. 


Patient: I don’t remember exactly, but it looked as if somebody wanted 
to have their ear crash into my father’s car—deliberately you know—some- 
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thing like deliberately you know—see—and it seemed that they wanted my 
father to croak somebody with his automobile. 

Doctor: It seemed as if they wanted to have your father croak some- 
body with his automobile? 

Patient: Ya—that’s why I hit F. E. [an elderly patient on the same 
ward]. 

Doctor: Well, what did F. E. have to do with it? 

Patient: Well, he had that idea in his head, too—see? I didn’t like 
that, you know. They wanted to have my father croak somebody with his 
automobile. 

Doctor: They wanted your father to croak somebody with his automo- 
bile? And you think F. E. had that idea in his head? 

Patient: He had that idea on his lips. 

Doctor: What do you mean, on his lips? 

Patient: It was on his lips, you know. About my father croaking some- 
body—he had that on his lips. See? He came into the dayroom with that 
on his lips. See? 

Doctor: Well, how could you tell that he had that idea? 

Patient: Well, I could tell. 

Doctor: How? 

Patient: It was on his lips. 

Doctor: What do you mean on his lips? 

Patient: That they wanted my father to croak somebody with his auto- 
mobile. When my father went around that circle a guy deliberately ran in 
front of his automobile and a little bit further up the street another guy 
was operating his automobile. Well, it looked as if he wasn’t operating his 
automobile in a proper manner. I didn’t like the way. [Repeats about 
these two men and his father’s automobile. ] 

Doctor: Well, how did you hit this F. E.? What did he do? 

Patient: I hit him in the chest with my fist—like that. See? I went 
out on the piazza and I hit him right in the chest. See? 

Doctor: Did it hurt him? 

Patient: He doesn’t look good about it. He isn’t happy about it. I 
think it did hurt him—ya. 

Doctor: Well, I tell you, T. I’m not very happy about it either, I don’t 
think you ought to go about hitting anybody. 

Patient: I never hit anybody like that. Did I? 

Doctor: Well, it doesn’t matter if you did or not. You shouldn’t do it. 
Look, if you are angry about something, if you think somebody has bad 
ideas about you, the thing for you to do is to come here and talk to me about 
it and tell me about it, but you aren’t supposed to go about hitting anybody. 
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Patient: I’m sorry I did it, but . . . they wanted my father to croak 
somebody with his automobile. 

[The material of the next five minutes includes the therapist’s attempts 
to set limits regarding this hostile acting out. Meantime, the patient stated 
that he was ‘‘wearing down’’ his father during the automobile ride. ] 

Doctor: You tell me about it—that’s what I want you to do. Well, how 
is it that you were wearing your father down? What is it you were doing, 
T.? 

Patient: Well I er—I er—wore him out—I was really wearing him out 
—that’s all. 

Doctor: You were really wearing him out? 

Patient: I really wore him out. Well, I took all my clothes out to be 
cleaned and I wore him out sitting in the ear there. I wore him out sitting 
in the car. I wore him out near the cirele there. I wore him out. 

Doctor: How? 

Patient: I guess I was talking. See. [He became evasive briefly at this 
point.] Well, it was my actions that did it. It was my actions that wore 
him out. I wasn’t civilized—I’m not a civilized person—All right say I’m 
civilized but I’m not a real civilized person. See? 

Doctor: What do you mean by that? 

Patient: Well, you see I had a chance not to wear him out and I did not 
do it. See? That’s all. Well, you see I hit that F. E. there and that’s the 
whole story. See? And I’m not going to do it again that’s all. See? And 
if they want to take steps to harm my father I will report it to you—That’s 
all—I won’t take it into my own hands. 

Doctor: If they want to harm your father? 

Patient: Well, I never hit anybody like that before. 

Doctor: Well. 

Patient: I used to hit my father like that when he was home. 

Doctor: You used to hit your father? 

Patient: Ya. 

Doctor: You used to hit your father—like that? 

Patient: Sure, I always used to hit my father like that. 

Doctor: Like what? 

Patient: Well not like—in the back—I used to pound him in the back— 
all the time—lI used to hit my father all the time in the store. 

Doctor: You used to hit your father all the time in the store? 

Patient: Sure in the back—I used to bang him in the back all the time. 

Doctor: You used to bang him in the back? 

Patient: Ya. 

Doctor: Why did you do that? 
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Patient: Well . . . you see my father told me to go out on the piazza 
when I got back here, but I didn’t go out there at first—but when I got out 
there I hit that F. E. You see? I hit him. 

Doctor: Just the way you used to hit your father, you say? 

Patient: Ya, the same way. 

Doctor: Same way? 

Patient: Ya, same way, but I never used to hit my father right here 
[pointing to chest] but I used to bang him in the back. 

[The interview continues, centering about the patient’s motives for strik- 
ing his father. He could not reeall any justifications for his resentment 
but instead said that he was ‘‘lonely,’’ ‘‘had nothing else to do,’’ and ‘‘had 
a killer instinct in me and did not know what to do.’’] 


Comment on IT 

This selection is similar to the first one in its basie pattern of 
ideation and affect. Again one notes the bizarreness of the mate- 
rial at the beginning of the session, “It was on his lips, you know, 
about my father creaking someone.” In addition, as the interview 
proceeds and the focal associations are explored, increases appear 


in the patient’s hesitations, trembling, blocking, and overt tension. 


Finally, a hostile wish-memory is released, “I used to bang my 
father on the back.” This sequence again suggests that the delu- 
sional ideation at the beginning of the selection represented the 
patient’s attempt at defense against anxiety-laden hostile impulses. 
It was evidently a precarious defense, for it probably did not pro- 
tect F. E., although the hostile impulse was diverted from its orig- 
inal object. 


Selection III 


New material in support of the writer’s hypothesis is presented 
in the third selection. This is from the interview of January 6, 
1953. It is included at this time because it illustrates the nature of 
the patient’s ideation when his hostility is directed toward the 
therapist. 

Patient: I ah—I ah—I ah—I guess I am a terrific swearer, you know? 
You know—I say s. 0. b., you know?—and go to H—, you know? and B— 
and you, G. D. B.—, and that’s the way I talk. You know? Terrific swearer, 
you know? 

Doctor: Is that the way you feel like talking to me? 

Patient: Ya,—no—no—I guess I don’t really feel like talking to you 
like that—no—well—ah—well—no—no—I—ah—ah—well, but—ah—you 
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know? [The patient continues to be markedly evasive for the next 10 min- 
utes before cautiously expressing more openly his resentful feelings of wish- 
ing to swear. ] 

Patient: Well, from what I remember I really swore an awful lot 
towards my father in the store. And ah, I guess I mistreated my father, 
you know. 

Doctor: Well, I wonder if you don’t have that same feeling towards 
me right now, and it is bothering you having the same feeling towards me, 
wanting to swear at me, you know. 

Patient: Well, well, ah, I suppose, ah you ah, you know, you are this 
way and you are that way, and ah I really don’t know who you are. 

Doctor: What do you mean, I am this way and I am that way? 

Patient: Well, as to who you are I don’t even believe, I can’t get it. 

Doctor: Well, tell me what your feelings about it are. 

Patient: Well, I suppose you really are supposed to Dr. C—, but ah, 
well ah, I just don’t accept people in general. 

Doctor: Well, you are talking about me in particular. 

Patient: Well, yah, I suppose, well ah, you’re a pretty good guy, I 
suppose. 

Doctor: Well, you say I am a pretty good guy and you still have this 
feeling that you want to swear at me. 

Patient: Well youareaaa. . . well I don’t know who in h— you are. 

Doctor: But tell me your feeling about me. 

[At this point, there are several extended pauses while the patient fum- 
bles with words, flushes and makes several false starts at verbalizing, each 
time with a marked tremor in his voice. ] 

Patient: Well, you’re everything I guess around here. I guess you’re 
the whole boss, a a a well, you’re a gentleman, you know. 

Doctor: [As the patient pauses.] Go on, tell me more about these 
thoughts. 

Patient: Well, you’re a wise guy you know. That’s what you are, see. 
You’re a wise guy, aren’t you, I guess, eh? 

[The patient states this with more conviction and more antagonism than 
he has evidenced previously. ] 

Doctor: What do you mean a wise guy? 

Patient: You’re just a wise guy, I guess. Well, maybe you aren’t and 
maybe you are. But you’re a wise guy, aren’t you? . . . I guess you’re a 
pretty wise son of a b—, that’s what you are, you know. 

Doctor: Pretty wise son of a b—? 

Patient: I mean I’m sorry I said that ‘‘son of a b—,’’ I apologize for 
that. 
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Doctor: I don’t care about apologies. I want you to tell me what your 
feelings are. Let the apologies go. 

Patient: I guess you’re a pretty wise character, you know. I apologize 
for that. I shouldn’t have said that. 

Doctor: If that’s your feelings, it is perfectly right for you to say that 
here. 

Patient: Yah, well, I really felt like saying that. 

[The next several minutes are spent in repetition of this assertion that 
the doctor is ‘‘a wise son of a b—.’’ This is accompanied by hesitations, 
blocking, lame apologies, and a quavering in the patient’s voice indicating 
that he is very anxious. } 

Patient: Well, I guess you’re a pretty shrewd s.o. b.. . . I ah I don’t 
know who is running this, all this business around here. 

Doctor: Well, apparently you feel that I am running it. 

Patient: Well, as far as who is running it, I don’t know who in h— is 
carrying on all the business around here . . . Well, no, no. . . I don’t 
know who is running this show around here . . . No no it’s not you, other 
people are doing it . . . but it’s really terrific . . . I’ll say you’re running 
it, how do you like that? You’re a pretty shrewd character. You’re the 
one who’s running the whole show around here. 

Doctor: Well, how do you feel about that? 

Patient: Well, you’re running a pretty wise show around here, you 
know. It’s really terrific, you know. 

Doctor: Well, tell me your feeling about it. 

Patient: [Hesitating.] I think you’re running it, but... you’re a 
pretty wise character, you know. 

Doctor: Well, how does that make you feel toward me—this idea of 
yours that I am running the whole show around here. 

Patient: Well, actually I don’t know who is running the whole show 
around here. You’re just a ward physician . . . just a ward physician, 
well, I don’t believe that you are running it. 

Doctor: You don’t want to believe that I am really running it? 

Patient: Well, yes I want to believe that you’re running it . . . but I 
actually don’t know who’s running this terrific business around here. 

Doctor: What terrific business? 

Patient: Terrific display of pushover around here. 

Doctor: Well, tell me about this. 

Patient: Well, it’s really terrific, it’s been going on for the past year. 

[At this point the patient becomes extremely evasive, resorting to quot- 
ing scattered and irrelevant details from the evening newspaper of a few 
days before. This lasts five minutes. ] 
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Patient: Well, you’re really behind it, aren’t you? All these serewballs 
sitting around here and doing what they want. You’re really behind it, 
aren’t you? [Pause.] Somebody is responsible for all that terrific stuff 
that’s been going on around here that last two years. These screwballs just 
sit. . . and don’t do anything. It’s quite a thing to take, you know. 

[The patient is markedly self-depreciatory in the remainder of the inter- 
view—even stating that he ‘‘ought to be spat upon.’’] 

Comment on ITI 

In the evidence thus far, the patient’s delusional beliefs and an- 
tagonisms have related principally to earlier figures in his life. The 
patient’s conflicts become more clearly defined when they are ex- 
pressed in relation to the therapist and the hospital environment. 
It is noted, accordingly, that the patient expressed his hostile feel- 
ings more readily at this time. At the beginning of the selection, 
he alludes only vaguely to these feelings, “I ah... I guess lama 
terrific swearer . . . I say s. 0. b., you know . . . Go to H—, B—, 
G. D. B., a terrific swearer, you know. . .” After half the inter- 
view has passed, however, his antagonism becomes directed against 
the therapist and more heated in its tone: “You’re just a wise guy, 
aren’t you. . . You’re a pretty wise son of a b--.” 

It is evident that these hostile feelings occasion considerable anx- 
iety for the patient. This is shown by his hesitation, evasiveness, 
and blocking: ““Ya-no-no, I guess I don’t really feel like talking to 
you like that-no-well-ah-well-no-no-l-ah-ah-well, but-ah-you-know.” 
Indeed, repeated encouragement by the therapist was required for 
the patient to continue to verbalize. However, his marked inclina- 
tion to reduce this intense anxiety apparently led to his expression 
of the perseeutory ideation found in the final third of the selection: 
“I want to believe you’re running it, but I don’t know who’s running 
this terrific business around here . . . terrific display of pushover 
around here. . 


Selection IV 

The fourth selection is from the interview of May 5, 1953, about 
13 months after the beginning of therapy. It is intended to demon- 
strate certain clinical changes which have occurred in regard to the 
patient’s delusional thinking and his hostile expressions, and to 
diseuss their relevance to the writer’s hypothesis. 

Patient: Well, I regard you as a first class enemy of mine, that’s all. 

Doctor: Me, an enemy? 
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Patient: Yah, I regard you, ah, ah, I really want to control all my 
swearing. I don’t actually want to swear at you. 

Doctor: Why do you feel like swearing at me? 

Patient: Well, I want to throw out all the obscene words I ean think 
of [hesitates]. 

Doctor: Well for instance? 

Patient: What the hell—[hesitates]. 

Doctor: What do you feel like saying to me? 

Patient: I feel like saying, like ealling you an s. o. b. you know, and go 
to h—, you know, and what the h—. All I do is frustrate myself to all, to 
all, to all these feelings of mine, you know. 

Doctor: What do you mean? 

Patient: Well, what the h—, I have them tremendous—[hesitates], well, 
—I mean actually I [hesitates and stutters] I mean actually I want to as- 
sault you, to make an assault, you know, upon you, you know. That is what 
I really want to do to you, see, see? 

Doctor: You feel like swearing at me? 

Patient: Well, I don’t want—ah, ah, ah, I really regard you as an en- 
emy, see? You know, and I really, I guess really I want to murder you. 
You, you you’re, you’re a good guy, you know, and you let me sit in that 
chair, you know, that that is sort of a desire I have, you know, upon you, see, 
see, because, you, you, really treat me well for that, see. For, you know, the 
fact that I want to do that to you, see [hesitates] ah, ah, that is really a 
criminal act see. I, well, what the h—, I really want to do it to you, see? 
And ah, and ah, well ah, ah, I don’t like you anyway, that’s all, and ah, 
what the hell, I just don’t want to swear, to make no, I don’t want to swear 
at you, that’s all. 

Doctor: Well, why do you feel like swearing at me? 

Patient: Well, ah, I want to sw—, sw—, swear, the whole G. D. thing 
at you, that’s all. Well, let’s see, ah, ah [hesitates]—I really, I really, I 
really feel like I want to kill you off altogether, that’s all, that’s all. I feel 
like doing to you, that’s all. [Softly.] For—[hesitates a long time and 
stutters] I really, ah, ah, feel like doing that to you that’s all. It is the 
first time I really felt like that towards you, you know. I mean I am really 
0, 0, open on it now. I never felt like that before. 

Doctor: Well, just let this feeling out. Tell me more about the thoughts 
that oceur to you about it. 

Patient: Well, what the h—, I am concerned about—I don’t know— 
what the h—. Iam anyway. See? I’ll tell you, ah, ah, ah, well, I guess I 
don’t like you, see? And ah, and ah, and ah, I want to actually com, com, 
commit ah, ah,—get rid of you altogether, you see? So— 

Doctor: Why don’t you like me? 
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Patient: Well, I never felt that way toward you before in all my life 
you know and ah, ah, I really, —, let’s see— 
Doctor: What? 


Patient: Just, well—, I guess I regard you as an enemy of mine, that’s 
all, see? 


Doctor: What makes you feel that way? 
Patient: Well, because I don’t like you, that’s all. See? 
Doctor: Not because I really am your enemy? 


Patient: Well, I guess you are—I, well. 

Doctor: I look like an enemy to you because you don’t like me? 

Patient: Yah. 

Doctor: Actually I am your friend. You know it.* 

Patient: No, I know—, ah, ah—. No, I, I, I, —. Yah, you are my 
friend, vah. 

Doctor: Really and truly, I am your friend. 

Patient: Yah. 

Doctor: But still I look like an enemy to you because you don’t like me? 

Patient: Yah— 

Doctor: What? 

Patient: Yah—well, I mean—yeah. Actually you are not, you’re not, 
you’re not my friend. Because if you were my friend I wouldn’t feel like 
making an assault with attempt to kill upon you. I wouldn’t feel like put- 
ting my hands around your neck, and ah, and ah,—and I wouldn’t feel that 
—like actually murdering you if you would be my friend. Would.J—huh? 

Doctor: Well apparently you do? 

Patient: Yah. 

Doctor: Even though I am your friend you still feel that way toward 
me. 

Patient: I mean, I am not making no actual attempt upon you—I mean 

am not really doing it to you, you see. I just feel like doing it, see? 

Doctor: Well, tell me more about what you feel like doing. 

Patient: Well, well I mean—[hesitates]. 

Doctor: Go on just tell me more. 

Patient: Well, 

Doctor: Don’t be afraid; you won’t actually do it. 

Patient: Well, what the h—, ah, see, ah,—Well, what the h—, I feel like 
—Let’s see—ah, ah, see, ah, ah. I suppose I really want to do it to you, 
that’s all. 

Doctor: Go on tell me more about these feelings. 


*The therapist realizes that this remark is a departure from usual procedure. Never- 
theless he felt that this was appropriate and helpful at this time. 
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Patient: Well, I get all them ah—well, I feel like mak, mak, making— 
I feel like, I feel like like actually—well, I feel like kicking your leg now, 
that’s all, see? See, that’s all, see. I am concerned—I don’t know how— 

Doctor: What? 

Patient: Well— 

Doctor: What are you concerned with? 

Patient: Well, I guess ah, ah, I am very, very—l[hesitation and repeti- 
tion here]. Well, I tell you, see, ah, ah,—I really feel like killing you, that’s 
all there is to it, but I don’t want to do it. That’s all there is to it. 

Doctor: You are not going to do it either. 

Patient: I know it, I am not going to do it. 

Doctor: Well, I want you to tell me your feelings just the same. 

Patient: Well, I am not going to do it though, see? But I feel like doing 
it, that’s all, see, and, and, and, that’s all, see, and it just flows out of my 
body that’s all; that sort of a feeling, that’s all. Just comes out of my body, 
you know, see, a sort of a feeling, you know—you can, you ean, you can get 
it right there and— 

Doctor: Where? 

Patient: Well, what the h—, it is all around you, that’s all. You sit in 
the chair. You’re a good guy and you, you, I don’t know if you get it or 
not—that sort of an expression from my body. Well, you sit in the chair, 
you know, and [hesitates] I don’t know if you, that’s all; I do, I have, I 
have just that sort of a—that’s what comes on me, that’s all, that’s all, 
that’s all—the movement, an unseen movement that comes out of my body, 
you know. Out of my whole anatomy, see? That’s all—. So you are a 
good guy and you—I don’t know if you feel it or, or see it, that’s all. See, 
so it just come out of my—that G. D. thing, see. So I am sorry about it 
that’s all—[hesitation]. 

Doctor: Well, go on. 

Patient: Well, I, I, it really comes out of me, that is, sort of a movement 
see, and what the h—, —[hesitates] well, that is all, that is all—I regard 
you as anenemy. I don’t like you and that is all. All I want is to get rid 
of you, that is all. I don’t like you. 

Doctor: Why not? Why shouldn’t you like me? 

Patient: Because if I, if I would like you, I would not, I would not feel 
that way toward you, that’s all. It is the way I feel toward you, you know. 
I really don’t like you, what the h—. I sit in the chair and feel like sh— 
all over you, you know. That is all I do to you, you know. You don’t do 
nothing to me. You don’t make no movement. I don’t get nothing from you. 
I just sit in the chair and sh— all over you, you know. I feel like killing you. 
I feel like p— all over you, you know, and sh— all over you. [There is 
repetitious material for several minutes here.] I just don’t give a f— for 





318 DELUSIONAL THINKING AND HOSTILITY—A CASE STUDY 


you but I am very afraid to be punished for it, you know, because I think 
you are a psychiatrist, you know, and being a neuropsychiatrist you are 
going to punish me for it. 

Doctor: What are you afraid I would do to you? 

Patient: Well, you make me suffer plenty for it because I really want 
to threaten—make all these criminal acts all over you. You know, because 
I suppose that’s my sickness, you know, feeling that way towards the pub- 
lie, you know, see towards all the people, you know. I feel like making all 
them criminal feeling toward them, you know. See somebody, you know, 
and feel like killing them, you know, generally dislike them so I guess I 
really am afraid you are going to do something to me. See, I mean ah, ah, 
ah, see, what the h—, I guess I don’t like you, I mean, what the h—, ah, ah, 
ah, it comes out of my body. That sort of thing, see, see. I don’t know 
whether you feel it, see? 

Doctor: What? 

Patient: Well, what the h—, it is right there, see? 

Doctor: Right where? 

Patient: Right in your neck, you know, it is in front of you, you know. 
It is over there and on the side of your arm, you know. See, see, well, I 


don’t know, what the h—, it is, you get that from me, you know. Do you, 
do you, do you feel it, do you actually feel it? [A few repetitious sentences 
are omitted here. | 


Doctor: No, I don’t. I ean see that vou are upset and you feel angry 
at me. 

Patient: Well, it’s only natural for . . . well, sure you actually feel it. 
What the h—, because I am actually threatening to make a ah, ah, ah,—I 
actually feel like doing it to you, you know, see? You actually feel it. 
That’s what I actually feel like doing to you. See? 

Doctor: Well, I can see the way you look, the way you act, that you 
really feel that way, that you really feel like doing this to me and I ean 
see that this feeling upsets you but nothing actually comes out of your body 
and flows around me. 

Patient: No? 

Doctor: No. 

Patient: Well, you actually feel it, you know, you, you, you don’t know, 
you really feel, you really know that I am behaving to you in that manner, 
you know. You are no screwball. See, you know that I feel that way 
toward you, see? That I want to make that sort of an assault and actually 
want to do all that to you, you know. 


Doctor: Yes, I can tell that you feel that way. Sure. 
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Patient: So I just have a tremendous feeling that I am going to be pun- 
ished for that, that’s all. I am afraid that you are going to do a lot to me 
for that. 

[In the remaining 20 minutes of this interview, the patient elaborates 
further upon his feelings of animosity toward the therapist. ] 

Comment on IV 

The psychodynamies involved in a patient’s conflict are fre- 
quently clarified by the changes which occur over months of psy- 
chotherapy. It is for this reason that this selection has been in- 
cluded. The writer’s interpretation of its significance is based 
largely upon comparisons with previous selections. The quantita- 
tive nature of the factors producing the delusions for example, is 
indicated by a number of trends in this interview. In the first 
place, a decline in the patient’s defensiveness since the first selec- 
tion is seen in the decrease of his evasive and apologetic responses. 
In addition, his persecutory delusions have diminished in number 
and have become more nearly realistic in their ideational content. 
Indeed, most of this material could well be described as psychoneu- 
rotic in nature, in contrast to such outspokenly psychotic beliefs as 
those seen in the first selection, “. . . a cavalcade of automobiles 
was attacking me... .” 

Nevertheless, the present fears have features in common with 
the earlier psychotic delusions. While there is a marked lessening 
in the dereistic character of the patient’s present fears, one notes 
that they remain punishment fears. That is, the patient continues 
to state (in close association with his own hostile intentions) ideas 
of being injured by people, “. . . I have a tremendous feeling that 
1 will be punished for that, afraid you are going to do a lot to me 
for. that... .” 

The assumption that a decrease has occurred in the patient’s de- 
fenses is further substantiated by the concomitant increase in his 
overt hostile ideation. In what follows, it will be seen that the 
marked intensity of this hostility, previously inferred, has now be- 
come manifest. One notes the frequency at this point of such ag- 
gressive statements as “I feel like killing you . . . I am not going 
to do it though, see! But I feel like doing it . . . it just flows out of 
my body . . . sort of a feeling, you know . . . you can get it right 
there . . . it is all around you. . .” In addition to these ideas, 
there is other evidence, as well, of the increase in his overt antag- 
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onisin, for example, there is increased frequency in his employment 
of affectively toned words like “feeling” and “desire”; his remarks 
are now replete with obscenities; and he characteristically uses 
concrete and somatic expressions like “putting my hands around 
your neck” and “kicking you in the leg... .” 

* * * 

It is important at this time to examine the basis for this increase 
in the patient’s overt hostility. According to the hypothesis, the 
patient’s present overt antagonisms represent his formerly latent 
conflictual feelings, which have now emerged as a result of the de- 
cline in his defensiveness. For this to be demonstrated, it is neces- 
sary first to rule out all other possible cause for his hostility like 
current provocation. In this connection, one can turn to the pa- 
tient’s own productions to find support for the fact that contem- 
porary factors fail to account for these antagonisms. The patient’s 
cognizance of the inappropriateness of his hostility was shown by 
his statement, “. . . I guess really I want to murder you. Yow’re 
really a good guy, you know, and you let me sit on the chair, but 
that is the sort of desire I have. * From such remarks as 
these, it is reasonable to believe that the patient’s antagonism de- 
rived from long-standing conflicts. 

Up to this point, the major hypothesis has been supported by the 
diminution in the patient’s unrealistic beliefs during psychotherapy 
and by the concomitant increase in his overt hostile expressions. 
Another relevant factor is apparent in the changes which occurred 
at the same time in the patient’s overt anxiety. It was evident that 
he experienced intense anxiety, not only immediately preceding the 
emergence of his hostile feelings but also during his expression of 
them. There are signs of this in his hesitations, blockings and 
repetitions while he was struggling to verbalize these feelings. The 
therapist observed direct clinical manifestations of this anxiety 
during these sessions as well in the patient’s trembling, pupillary 
dilatation, flushing, and restlessness. 


The function of this anxiety is suggested by the time of its ap- 
pearance in relation to his hostile impulses. By its changing in- 
tensity, this anxiety warned the patient that he might be over- 
whelmed by aggressive feelings. Thus, it is noted that he repeat- 
edly voiced his dread that he might be impelled to perform a ta- 
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booed destructive act (the nature of which was never specified). 

This anxiety emphasizes the patient’s need for the defenses pro- 

vided by his distorted responses. His intolerance of these hostile 

impulses was the immediate motivation for his psychotic defenses. 
SUMMARY 

This paper is intended to illustrate a hypothesis concerning the 
defensive role of delusional and hallucinatory psychotic expres- 
sions in relation to hostile impulses. 

Four verbatim selections from recorded interviews are pre- 
sented, two from the second month of therapy, and the others from 
the ninth and thirteenth months. They were obtained from inter- 
views with one of eight psychotie patients who were treated with 
intensive psychotherapy for an extended period. 

The case history of the patient is described, as well as the psy- 
chotherapeutic technique employed and the method of recording 
verbatim interview material. Following each report, an appraisal 
of it is made with respect to the major hypothesis of this paper. 

The defensive role of a persecutory delusion in conjunction with 
a hostile impulse is shown in the first selection. 


This interrelationship is further indicated in the second selection 
where a different sample of delusional material is examined. 

The third selection presents the same conflict as it now appears 
in relation to the therapist. 

In the fourth selection, the intensity of the patient’s hostile im- 
pulses and the distress which they cause him are presented. 
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EDITORIAL COMMENT 


WHOSE BROTHER’S KEEPER? 

It is a precept among decent folk that one does not reproach a 
rat for being vermin. But it is equally ancient practice to kill him 
out of hand for it. One thus does not blame the rat for being a rat, 
but a dead rat is just as dead when he is killed without rancor. And 
there once were days when he was killed with rancor, when he was 
seen, not as an impersonal creation of impersonal nature, but as a 
malignant being, who chose to be malignant, who was to blame for 
being malignant and who could never sufficiently expiate the sin of 
being malignant. 

The rat, the rattlesnake and the vampire bat were once wicked 
creatures, responsible for their wickedness. So was the falling tree 
that killed the woodsman, and the suddenly flooding river that 
drowned the huntsman—they were the embodiments of evil spirits, 
the tree deserved to be burned and the river to be parched for their 
evil. They were to be despised and punished equally with Cain, 
standing on the blood-soaked earth beside murdered Abel. 

This primitive reaction, perhaps instinctual in an almost animal 
sense, seems natural enough to man even today. We may feel some- 
what supercilious about Xerxes in a rage, ordering the Persian 
army to lash the wicked waters of the Hellespont; but it was much 
more recently that our ancestors in all sober and sadistic serious- 
ness, tortured and burned cats to death as evil spirits, in the course 
of suppressing the religious rites of witchcraft. And Huckleberry 
Finn’s drunken “Pap” behaved typically when “he went head over 
heels over the tub of salt pork and barked both shins . . . He 
hopped around the cabin considerable, first on one leg and then on 
the other, holding first one shin and then the other one, and at last 
he let out with his left foot all of a sudden and fetched the tub a 
rattling kick.” And the malignant spirit in the tub must still have 
been at work. For “it warn’t good judgment, because that was the 
boot that had a couple of his toes leaking out of the front end of it; 
so now he raised a howl that fairly made a body’s hair raise, and 
down he went in the dirt, and rolled there, and held his toes; and 
the cussing he done then laid over anything he had ever done previ- 
ous.” Or consider the cat who breaks into the incubator for a mas- 
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sacre of chicks and a feast and who is executed by a raging human, 
foaming at the mouth and swinging a hatchet—such human re- 
venge on animals is familiar enough to anybody who ever spent 
time on a farm. 

Human revenge on human is the oldest of ancient tales. It is re- 
lated that God set a mark on Cain to protect him from the avengers 
—though who those avengers could have been is something only 
the author of Genesis knows. In the days of the glory of Babylon, 
King Ahasuerus wreaked vengeance for a conspiracy to massacre 
a people by hanging Haman and his sons on the gallows Haman 
had erected for Mordecai; and in the land of Egypt, the God of 
Israel Himself avenged His people’s wrongs on the first-born sons 
of the Egyptians. The law of the talion, a life for a life, an eye for 
an eye, and a tooth for a tooth, was incised on the clay tablets of 
Hammurabi and dictated to Moses on Sinai. 

All this—the qualifications and refinements of modern psychol- 
ogy aside—is the tale of crime and punishment. A crime is com- 
mitted; punishment follows. A crime is the deliberate doing of an 
evil (or illegal) thing; the punishment is the just desert of the 


chooser of evil. Whatever the modern legal, sociological or psy- 
chological theory may be, there always has been, and there still is, 
an implication that the criminal is responsible for being evil. 


Those of us who have learned at least not to reproach the rat for 
being a rat are still as deadly enemies to him as if we still killed 
with rancor. Our conscious attitude is social, conventional, intel- 
lectual, part of the code of noblesse oblige, in that code’s general 
extension to all well-brought-up, well-educated people. It is civil- 
ized reasoning; but it is less satisfying emotionally than punishing 
the waters which burst the bridge, hurting the tub that barks the 
shins, or decapitating the cat who eats the baby chickens. What- 
ever civilized unemotionality we have attained has been won to 
slowly, and with agonizing at every painful step. The road from 
vengeance—if vengeance was the starting point, which is debatable 
-—has been a long and a steep one. The exaction of a life for a life 
was not originally done by the law but by the slain man’s kin; and it 
persisted ; the blood feud was recognized in Israel when the king’s 
justice was being administered in Ur of the Chaldees; neither 
church nor law ever quite stamped it out in medieval England; and 
the Hatfields and McCoys of our own mountains were shooting it 
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out within recent memory. Even where law or custom sought to 
modify a-life-for-a-life as too bloody a sanction, the interest of the 
kin in vengeance persisted. Anglo-Saxon wergild—blood payment 
in lieu of bloodshed—was rendered to the family of the slain be- 
fore bloodwite was ever collected for the king. And, as the king 
took over punishment from the family or the clan, the king and the 
king’s law took over the duties of retribution and vengeance with it. 


If, today, we repudiate consciously the idea of vengeance, it still 
figures largely in the unconscious and breaks through now and 
again, as when a New York jury, deafened by publie clamor, sends 
to the electric chair as florid a psychotic as ever slew—a man whose 
strange religious rites included cannibalism and whose less spec- 
tacular habits involved dining on nails, pins and needles. Or a 
lynch mob, enraged by what one might as well call a demand for 
vengeance—though psychoanalysis breaks this down into other fae- 
tors—snatches a prisoner from the law and tortures and kills him 
out of hand. 

In conscious discussion of aims, the law has dropped the ideas of 
vengeance and reprisal almost entirely. And there are only occa- 
sional feeble attempts to revive any theory of restitution—as when 
a court will suspend a sentence if a criminal will aid a victim’s fam- 
ily. The conscious aims today are rehabilitation and deterrence. 
The criminal is to be rehabilitated or reformed; and he and/or 
others are to be deterred by the example of what happens to him. 
Of course, reform is neither certain nor general, and deterrence de- 
ters so little that the then-capital crime of picking pockets used to 
be common in the crowds at English hangings. This, of course, is 
because the intellect-built structure of the law, with its provisions 
for dealing with criminals, is based on a series of observations and 
assumptions which do not accord with the facts of human motiva- 
tion and human behavior. 

The belief that the individual is responsible for his acts is one of 
the law’s principal assumptions (as it is one of religion’s), though 
science would be inclined to be less dogmatic than either. It is a 
very useful assumption, with much empiric justification over the 
centuries. It is possibly an indispensable assumption—at this 
stage of human development at any rate—for the operation of law 
enforcement or the implementation of any organ of government. 
It is also, as general observation and the most careful clinical study 
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both demonstrate, nearer in some respects to the apparent facts 
than is the alternative, which would make man a mechanism and 
his apparent choice of actions a strict matter of psychic determin- 
ism. There seems to be a point, in the development of the human 
mind or spirit, where it reaches a wide degree of freedom of will, 
or something so close to it that scientific method has never found 
another name for it. This journal has discussed this problem be- 
fore,* though not in its present application or its present context. 
The application presently concerned with, is the matter of crim- 
inal responsibility in court procedure and other aspects of respon- 
sibility under the law; the context is our present understanding of 
medicine and the law; and the suggestion to be made here is that 
it might serve both justice and the smoother operation of the law if 
our courts could recognize, not only responsibility and irresponsi- 
bility, but a concept of limited or diminished responsibility. 

Since 1843, when the English courts established the rule in the 
M’Naghten case that a person was responsible for his acts unless 
he was so mentally disordered that he did not know their nature 
and quality, or, if he did, that he did not know that what he was do- 
ing was wrong, there has been a sort of desultory, position warfare 
between law and psychiatry. The law, which in most American 
jurisdictions accepted the M’Naghten rule, has in general held its 
lines against psychiatric attacks based on the wide gap between 
scientific, medical reality and the arbitrary M’Naughten standard. 

Like the famous conflict between the irresistible force and the 
immovable object—which traditionally results in “some very in- 
teresting by-products”—the issue of responsibility versus irre- 
sponsibility for one’s acts has resulted in enough discussion to fill 
a respectable medico-legal library, with no solution acceptable to 
both sides visible even in the remote distance. The problem has 
been discussed exhaustively, in one aspect or another, in this 
QuarterLy.** The issue here has also been pointed to directly by 

“Editorial: As anyone can plainly sce. PsycHIAT. Quart. SuPPL., Part 1, 1954. 

**Lowrey, Lawson G.: Psychic determinism and responsibility. PsycHIaT. QuART., 
27:4, 543-562, October 1953. 

Mettler, Fred A.: The semi-responsible individual. Psycuiar. QuarRt., 26.4, 608-625, 
October 1952, 

Sobeloff, Simon E.: From McNaghten to Durham and beyond. PsycH1aT. QuaRT., 
29:3, 357-371, July 1955. 

Overholser, Winfred: The present status of the problems of release of patients from 
mental hospitals. PSYCHIAT. QUART, 29:3, 372-380, July 1955. 
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THe QuarterLy’s editor elsewhere.* Discussing the First Re- 
search Conference on Psychosurgery, he remarked: “The con- 
ferees appeared to agree . . . that legal recognition of only the 
fully competent and the fully incompetent was at variance, not only 
with sociological opinion, but with medical fact.” A number of re- 
cent books have concerned themselves with the problem. Chief 
Judge John Biggs, Jr., of the Third Judicial Circuit of the United 
States, delivered a series of brilliant Isaac Ray Lectures on the 
subject, published as The Guilty Mind.** In an argument which 
should have unqualified psychiatric endorsement, he pleads for 
court procedure which will permit psychiatrists in criminal cases 
to testify fully to all relevant facts, and not be confined to the un- 
realistic knowledge-of-right-and-wrong issue. 

The comment set down here can well take its course of depar- 
ture from another recent book on the subject.t Writing in Psy- 
chiatry and the Law on “Applications and Limits of Diminished 
Responsibility as a Legal and Medical Concept,” Samuel Polsky, 
who is an attorney with a doctorate in philosophy, discusses the 
problem in terms which suggest that we may have been deriving 
our legal procedure from the wrong source. Psychiatry and the 
Law is a symposium, the papers discussed at the forty-third an- 
nual meeting of the American Psychopathological Association, and 
Mr. Polsky pertinently remarks that the failure of the law to take 
into consideration more than “purely cognitive” factors in consid- 
ering criminal responsibility is “one of the reasons” symposiums 
on the subject must be held. What Mr. Polsky had in mind was, of 
course, the famous M’Naghten rules. Named for a man who had 
attempted to assassinate Sir Robert Peel, had mistakenly killed an- 
other man, and had been acquitted on the grounds of insanity, these 
rules were formulated by 14 of 15 English justices from whom the 
House of Lords had asked a declaration of the principles to be ap- 
plied in cases of pleas of insanity. 

It seems strange to the layman to the law that, nearly 70 years 
after the Declaration of Independence, an English judicial ruling 

*Bigelow, Newton: Introduction, Proceedings of the First Research Conference on 
Psychosurgery. Public Health Service Publication No. 16. U. 8. Government Printing 
Office, Washington, D, C. 1951. 

**Biggs, John, Jr.: The Guilty Mind. Harcourt, Brace. New York. 1955. 


tHoch, Paul H., and Zubin, Joseph (editors): Psychiatry and the Law. Grune & 
Stratton. New York. 1955. 
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should influence American courts. But the modern English and 
American courts inherited a common body of law and a common 
method of procedure. An opinion handed down in one would be 
considered respectfully in the other. And with the notable excep- 
tion of the courts of New Hampshire, most American courts have 
been respectfully considering the M’Naghten rules for over a cen- 
tury. 

The M’Naghten rules are, of course, an attempt to recognize sci- 
entific fact by the law. They represent what a bench of English 
judges thought ought to be the law in view of what they understood 
to be the fact. And in both English and American jurisdictions 
ever since, harrassed psychiatric witnesses have been trying to 
cope with what these judges thought ought to be the law in view of 
what they thought were the facts. In English courts, as noted by 
the recent Royal Commission on Capital Punishment,* juries have 
frequently exercised moral judgment to ameliorate the severity of 
the M’Naghten rules. In the courts of many American jurisdic- 
tions, the same thing has been done, with the connivance in some 
eases of both judge and jury. 

The defense of “insanity” and the generally fantastic defense of 
“temporary insanity” have been advanced with tongue in cheek and 
have brought aequittals, not only in cases where sympathetic juries 
judged homicide excusable, but in cases where, oddly enough, there 
were medical indications of mental disorder—which a whole con- 
gress of psychiatrists could never have made plain to the public. 
It is bald and impudent second-guessing, but it may be wondered 
if the most famous “insanity” case of the twentieth century, that 
of Harry Thaw, was not of this order. And at the opposite ex- 
treme, have been the cases of conviction in spite of evidence of 
florid psychosis, because psychiatric witnesses were compelled to 
hem and haw over the unrealistic irrelevancies of the MeNaghten 
rules—unable to testify flatly either that a mentally very sick man 
was not aware of the nature and quality of his act, or was aware 
of it and not aware it was wrong. 

It is undeniable that the law has suffered from this state of af- 
fairs as well as medicine—though probably not so painfully, as the 
law has been in a position to do something about it, and not much 
has been done. In recent years, however, there has been growing 


*Sobeloff, Simon E.: Op. cit. 
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evidence of a change of attitude. Both Judge Biggs and Judge 
Sobeloff diseuss the situation in terms psychiatrists can applaud. 
The change in attitude begins with New Hampshire, which has had 
an eminently sensible substitute for the M’Naghten rules for the 
last 85 years, recognizing that a person is not criminally respon- 
sible for an unlawful act which is the result of mental disease or 
mental defect. Whether mental disease or defect exists, and 
whether an unlawful act can be attributed to it, is a matter of fact 
which is a proper subject of psychiatric testimony. Within the 
last two years, the United States Court of Appeals for the District 
of Columbia has approved virtually the same rule for its federal 
jurisdiction. Psychiatrists will hope to see the example followed 
generally. 

The situation under the New Hampshire rule is infinitely better 
than under the M’Naghten rules; but it still does not cover all the 
medical possibilities. Suppose one considers mental disorder as 
a territory, it is poorly mapped in many places, and in others is 
totally unmapped. The reason is, perhaps, that a land territory is 
not a very good analogy; the mind, in particular the disordered 


mind, is more like the Sargasso Sea—a tangle of weed here and 
clear water there—the features constantly shifting with wind and 
current, and completely undiscernible in places. 


If on such a map, “X marks the spot” where the crime oceurred, 
is it a clear area, a tangle of seaweed or one which nobody can de- 
scribe with certainty. If psychiatrists must testify flatly that men- 
tal disorder is responsible for this and not responsible for that, 
they may be in the position of the oceanographer mapping the Sar- 
gasso Sea. Some of them may well feel that they have merely ex- 
changed one dilemma for another—the necessity of pronouncing 
on knowledge of right and wrong for the necessity of pronouncing 
on responsibility or none. In the belief of a good many students 
of mental disorder and of a good many psychiatrists with experi- 
ence as expert witnesses, the problem may not always be quite that 
simple. 

The unfortunate M’Naghten would have fared as well under the 
New Hampshire rule as through application of the rules named 
after him. He was paranoid, and the murder he committed was 
the result of his paranoid condition. But how about the paranoid 
slayer who is much better preserved, whose delusion may be re- 
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sponsible for his choice of victim, but whose disorder did not ac- 
tually impel him to the point of killing? This.is more than theo- 
retical; every psychiatrist knows such well-preserved paranoid pa- 
tients. There is the hospitalized patient who is perfectly capable 
of politeness to his doctor-enemy in return for parole of the 
grounds, and the office patient who is perfectly capable of control- 
ling himself in his relations with the neighbor against whom his 
delusions are directed. If one of these murders his delusional en- 
emy, who can testify with a clear conscience whether or to what ex- 
tent his disorder is responsible? Or whether and to what extent 
his undisordered part is responsible? What about the psychopath? 
And what about the lobotomized patient who has been returned to 
the community? Opinions differ here. Is the lobotomized man a 
normal individual, an artificial mental defective or an artificial psy- 
chopath? If he is not a normal individual, is he responsible for 
any criminal act? Or is he responsible for a specific criminal act? 
Or is he partially responsible? 

The New Hampshire (and District of Columbia) rule covers the 
clearcut cases where an expert witness can testify flatly that a men- 
tal disorder was or was not responsible for crime; and in this re- 
spect, it is a tremendous legal, moral and medical advance over a 
rule that compelled the stultification of a reply to the knowledge- 
of-right-and-wrong question—which was rather like setting psychi- 
atry up in judgment over the apple-eating in the Garden of Eden. 
But one may hope that the new rule will be applied, and broadened 
if necessary, to permit the fullest testimony by psychiatrists to the 
medical facts as they see them. Some will see—because they have 
already said so plainly—that there are gradations in psychological 
fact between full responsibility for one’s acts and complete lack of 
responsibility. If a degree of freedom of the will is to be admitted 
in a general world framework of determinism*—and this, regard- 
less of theory, seems the only practical solution to many of to- 
day’s practical problems—there must be points of limited respon- 
sibility between complete responsibility and irresponsibility. 


Mettler’s brief discussion** of some of the groups to be consid- 
ered less than fully responsible will serve as well as any to sketch 


*Lowrey, Lawson G.: Op. cit. 
Editorial: As anyone can plainly see. PSYCHIAT. QUART. SUPPL., loc, cit. 
**Mettler, Fred A.: Op. cit. 
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the broad scope of the questions involved. He notes that the not 
fully responsible may include pre-psychotics, post-psychoties, sub- 
clinical psychotics, some psychopaths and even a good many psy- 
choneuroties—those with socially unacceptable compulsions, for in- 
stance. He also notes the magnitude of the problem of what to do 
about them and quotes with approval a report by Dr. John White- 
horn, professor of psychiatry of the Johns Hopkins University 
School of Medicine, to the effect that Maryland is considering spe- 
cial institutions to which the partially responsible offender could 
be sent on indeterminate sentence. 

However important and difficult the problem of disposition, it is 
secondary to establishment of the principle of complete freedom 
of medical testimony in psychiatric cases. Because a state of mind 
appears to the layman to be something which any ordinary ob- 
server can determine, there has always been nonmedical delimita- 
tion of psychiatric testimony. The same law which would not dream 
of demanding that an expert chemical witness describe a compli- 
eated reaction in terms of the phlogiston theory has not hesitated 
to demand that modern psychiatrists testify in the medical terms 
of a century or more ago. It might not be possible to cite the case, 
or even the jurisdiction; but no psychiatrist would doubt the possi- 
bility of the apoeryphal tale in which an attorney refuted expert 
psychiatric testimony and proved a doctor wrong in diagnosing a 
man as having hysteria. Hysteria, said the attorney, was by de- 
rivation of the word a disease of the uterus, the ‘viztepa. No man 
can have a ‘v8tepa; therefore, no man can have hysteria. Court rul- 
ing or not; “Eppur si muove!” as Galileo did not say; the world 
does revolve; and we have learned, as the world turns, that, deriva- 
tion or no, men do have hysteria. We know, too, that there are 
very seriously deranged individuals who know what they are do- 
ing and that what they are doing is wrong; we know that mental 
disorder can cause one action, have nothing to do with another, and 
contribute to a third—of which it is not, strictly, the cause. It is 
the existence of this no-man’s-land, between individual responsi- 
bility and individual irresponsibility for one’s acts, that there 
seems need to emphasize here. It was not recognized under the 
old knowledge-of-right-and-wrong rule, and whether it may be rec- 
ognized under the New Hampshire responsibility rule may depend 
on jurisdiction and judicial interpretation. 
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It is the contention here that our courts can find—if they look 
in the right place—a standard, orderly and legal procedure for 
the recognition of this state of partial responsibility. We have ap- 
plied the unworkable and unrealistic M’Naghten rules in American 
courts because they were developed in a jurisdiction, which, though 
not American, has a legal tradition and legal institutions which 
American and English courts derived from a common souree. If 
our courts, however, had sought guidance north of the border, in 
another jurisdiction with which we also share tradition and insti- 
tutions, they would have found in Scots criminal law a recognition 
of gradations between “furious persons” (florid psychotics), who 
were not responsible at all for their crimes, and normal persons 
who bore full responsibility. Those interested in a brief sketch of 
how this idea developed and of how it was originally applied in 
practice can do no better than consult Mr. Polsky’s paper on the 
subject.* The old Seots “rule of proportions” was not precisely 
what is meant when diminished or partial responsibility is advo- 
cated in our own courts. But it is close to it. Polsky quotes Sir 
George Mackenzie who wrote nearly two centuries ago: “It may be 
argued, that since the Law grants a total impunity to such as are 
absolutely furious that it should by rule of proportions, lessen and 
moderate the Punishment of such, as . . . are not absolutely mad.” 
But diminished and partial responsibility are doctrines that have 
been fully developed in more modern Scots law in connection with 
culpable homicide; and Polsky cites opinion and case to illustrate 
the law’s operation to mitigate penalties when defendants have suf- 
fered from mental disorder of varying severity. 

Polsky notes that the Royal Commission on Capital Punishment, 
which by no means endorsed whole-heartedly the English M’Nagh- 
ten rules, found that in Scotland, “the present application of the 
doctrine of diminished responsibility appears to be so far satis- 
factory that no recommendation is made for altering it.” Scots 
prosecuting officials and Scots psychiatry appeared equally well 
satisfied that the diminished responsibility rule worked with sub- 
stantial justice, and there was even a suggestion during the testi- 
mony that it might usefully be extended to England. 


Judge Biggs** and other close students of the problem have ex- 


“In: Hoch, Paul H., and Zubin, Joseph: Op. cit. 
**Biggs, John, Jr.: Op. cit. 
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pressed the belief that the English law and the law of most Amer- 
ican states have lagged far behind other civilized jurisdictions in 
the handling of crimes committed by persons with mental dis- 
orders. What seems to be a satisfactory law in Scotland, particu- 
larly in meeting the problems caused by varying degree of mental 
disorder and of fluctuations in it, might light the way toward im- 
proving our own legal machinery. 

Advances in the law are slow and painful—by which no affront 
is meant to another discipline of the black robe, for so are ad- 
vances in science, including medicine. But in general, we are well 
past the point in law where an infraction by the irresponsible is 
punished as severely as an offense by the responsible. Sir Arthur 
Conan Doyle, in The White Company, gives a glittering example 
of the blindly-enforeed edict. The Black Prinee, outraged by citi- 
zens’ complaints, has sworn to hang the captain of the marauding 
and pillaging White Company, only to find he is his own faithful 
follower, Sir Nigel Loring, who is traveling to take command of 
free companions whom he has not yet even seen. The punishment 
is promptly remitted. “‘. . . the vow is now naught,’” said the 


prince, “*. . . as you have never seen your company, it would be 


a fool’s act to blame you for their doings.’ ” 


“*My liege,’ said Sir Nigel, ‘it is a very small matter that I should 
be hanged, albeit the manner of death is somewhat more ignoble 
than I had hoped for. On the other hand, it would be a very griev- 
ous thing that you, the Prince of England and the flower of knight- 
hood, should make a vow, whether in ignorance or no, and fail to 
bring it to fulfillment.’ ” 


The criminal law, where mental responsibility is concerned, has 
too often been enforced on Sir Nigel’s theory that, regardless of 
circumstance, a vow should be brought to fulfillment. For it is as 
much of a fool’s act to hang or electrocute a psychotic (as has been 
done) for an act inspired by his psychosis, as it would have been 
to hang Sir Nigel for the misdeeds of men he had never met. It is 
heartening to note that we are gradually getting further and fur- 
ther from this sort of thing and that the law is taking more and 
more account of facts as they are medically determined. 

The facts of mental disorder, as medically determined, are, of 
course, not of the either-or variety. A murder defendant is not 
necessarily either normal or irresponsibly “insane.” He may be 
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one or the other, or he may be suffering from a mild or severe dis- 
order somewhere in between. He may not be, in the concepts of 
modern psychiatrists, either responsible or irresponsible; but he 
may be partly responsible. 

What this sort of thing may mean in civil matters, in questions 
of guardianship, in competence to conduct business, in capacity to 
make a valid will, in possible provision for public supervision or 
institutionalization, is too broad a subject for discussion here. It 
is a high degree of understatement to say that the problem involves 
an enormous job of vast complications. But in the criminal field, 
the Scots concept might very well show the way to more realistic 
legal procedure—though it is a system to be developed, not to be 
accepted as perfect, for prison terms may be imposed in Scotland 
where hospitalization would be a more enlightened procedure. 

America and all the world owe much to exports from Scotland— 
good borrowings and bad—from whiskey, bagpipes, oatmeal and 
curling, to shortbread, tartan patterns, pioneers, soldiers, golf, and 
the greatest sailor who ever flew the Stars and Stripes, John Paul 
Jones. <A little more borrowing of something (to which we should 
be entitled by tradition anyway) shouldn’t hurt us any. 
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Psychotherapeutic Intervention in Schizophrenia. By Lewis B. Hu.., 
M. D. 215 pages. Cloth. University of Chicago. Chicago. 1955. 
Price $5.00. 

Dr. Hill is a psychoanalyst with 35 years of experience in treating the 
mentally ill. He outlines the training the therapist needs to help the schizo- 
phrenie back to reality, holding that he should have relevant knowledge 
in psychology, psychopathology, physiology, biology and pathology ‘‘as 
well as in sociology, anthropology and the humanities generally.’’ The ther- 
apist should be analyzed so that he will know himself, his own growth, child- 
hood, adolescence and development. 

Ile describes the well-known characteristics of schizophrenia, which he 
considers a disease of the ego—an escape from reality, because of distress- 
ing events in the patient’s past, mainly in his childhood. In well-selected 
eases, the author believes that acute schizophrenics can be treated success- 
fully with psychotherapy. He considers that so-called chronic undifferen- 
tiated schizophrenics are the results of inadequately-treated, acute schizo- 
phrenies. 

Dr. Hill notes that one can never be sure that a schizophrenic patient is 
definitely cured as there can be a relapse at any time. The author describes 
carefully the difficulties of psychotherapy with this type of psychotic, with 
problems of transference-resistance, projection, regression, depression, sus- 
picion and possible countertransference. 

After discussing the mental and emotional development of the child, the 
author gives a very interesting view of what he ealls the ‘‘schizophrenic 
mother.’’ He finds that the mother of a schizophrenie child is usually ab- 
normal—obsessive-compulsive, with overcleanliness, anxiety, overprotec- 
tion, selfishness, and rivalry (when the patient is a daughter) ; or with guilt 
feelings and shame about her sick child. She, too, needs psychotherapy. 

The author shows evidence of the sort of experience which makes his 
book worth while and interesting, even to psychiatrists who may not ap- 
prove the use of deep psychotherapy in schizophrenics. The volume has 
nine chapters, is well organized, and is easy to read, even for beginners in 
this field. 


Your Rewarding Years. By ©. H. Hamu.ron. 219 pages. Cloth. Bobbs- 
Merrill. Indianapolis. 1955. Price $2.75. 


A popular, well-meaning, ‘‘inspirational’’ book on the later years is pre- 
sented here. The conclusion : ‘‘It seems to me that growth in love for others 
is the purpose which can give meaning to all our lives.’’ 
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The Case for Modern Man. By CuHaries FRANKEL. 240 pages with in- 
dex and 24 pages of notes. Cloth. Harper. New York. 1956. Price 
$3.50. 


Science and society, as we all well know, are under attack @ outrance by 
emotional forces antedating, but reinforced by fear of, the hydrogen bomb. 
As the denunciations go: Modern man is bound for Sheol in a haversack ; 
his life lacks purpose and his knowledge and morals lack absolutes; all 
historical, in fact all scientific, thinking is relativistic, so there are no cer- 
tainties ; sin is unconquered, and sin dooms us; our trust in science has been 
betrayed; and study of history shows plainly the ruin toward which our 
civilization is headed and the reasons for it. We have become materialistic 
and ‘‘sensate.’’ We must find redeeming absolutes—in a religious sense 
in repentence and return, or in a new high religion of our own, abandoning 
science, which can never lead us to an absolute truth, for a higher truth 
which will lead to re-creation of society from the mess modern man has 
made of it. 

Charles Frankel slashes brilliantly and deeply through this nonsense, 
which, particularly as presented by Toynbee and other historians of the 
approach of doom school, can be very persuasive and eloquent nonsense. In 
an area where ‘‘relative’’ and ‘‘absolute’’ are applied to truth by both sei- 
entists and their detractors, there is considerable semantic and intellectual 
confusion. Science’s lack of religious absolutes, as Frankel points out, 
does not leave either science or society floundering in the uncertainty which 
their critics depict ; a secular foundation for morality is not necessarily one 
without authority ; what Frankel calls a ‘‘ pluralistic society’’ is not synony- 
mous with disintegration; there is no reason at all for intelligent people to 
despair of science or for science to condemn itself or suffer condemnation. 
For example, Frankel finds Toynbee’s criteria for what constitutes a civili- 
zation and what signalizes its rise and fall to be highly selective. The re- 
viewer might recall that Westermarck’s History of Human Marriage, for 
decades a cornerstone of the edifice of modern sociology, was also founded 
on highly selective data—but is even today a base for much work in social 
science which deserves a sounder foundation. So, this reviewer thinks, may 
be the case with Toynbee, until more voices like Mrankel’s command wider 
attention. 


Frankel, who is chairman of the department of philosophy of Columbia 
College, writes plainly, logically, simply. His book should be read by every 
scientist, particularly by every social scientist, who has been troubled him- 
self by the plausibility of the present assaults on science, or who is disturbed 
by the growing popular following of the attack on intellectuality. His book 
belongs on the shelf beside Bertrand Russell’s Impact of Science on Society 
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and Human Society in Ethics and Politics; it is a brilliant and powerful 
contribution to the defense of intellectual man, his right to inquire and 
think and conelude, and his right to hope for his future. 


The Psychiatry of Morbus Addison. By W. A. Sroii. 143 pages in- 
eluding 14 pages of bibliography and an index of authors. Cardboard. 
Georg Thieme Verlag. Stuttgart. 1953. Price DM 18.— 


To the well-known collection of psychiatric and neurologic monographs, 
published by Georg Thieme, another excellent volume is added, the psy- 
chiatrie picture of Addison’s disease. The author, a co-worker of Manfred 
Bleuler, presents a systematic, detailed study of the psychiatric phenomena 
of this disorder. After reviewing the physiology and pathology of the 
adrenal cortex and of the literature from the psychiatric viewpoint, Stoll 
discusses the psychiatric observations of acute and chronic adreno-cortical 
insufficiency and illustrates his discussion by 32 well-presented case his- 
tories. 

All psychotic manifestations observed in acute and chronic insufficiencies, 
as well as during crises of chronie Addison’s disease are classified by the 
author as belonging to the ‘‘acute exogenic reaction type of Bonhoffer.’’ The 
author differentiates three varieties of psychotic pictures occurring in- 
variably in the course of the disease: (1) acute exogenous reaction type, 
Bonh6ffer’s; (2) endocrine or localized psychosyndrome of M. Bleuler; (3) 
organic or diffuse psychosyndrome of E. Bleuler. The first variety occurs 
mainly in the acute or terminal failure of adreno-cortical function, types 2 
and 3 are observed mainly in chronic insufficiency. 

Stoll supports by this work the thesis of the unspecific etiology of the 
mental disorders in endocrine diseases, postulated by Manfred Bleuler 
(Endocrine Psychiatry). Individual personality and endocrine disorder 
join to produce the psychiatric picture. As a thorough study and valuable 
contribution to the psychopathology of morbus Addison, this volume will 
be an indispensable source of reference for workers in the field. 


Great Catholic Festivals. By James L. Monks, S.J. 103 pages. Cloth. 
Schuman. New York. 1951. Price $2.50. 


One often wants to know: ‘‘Just what do all of these religious observ- 
ances mean?’’ The question may be of considerable practical importance 
to the psychotherapist treating a patient of a different faith than his own. 
Father Monks authoritatively relates the history, the customs and the rea- 
sons for the six great Roman Catholic festivals: Christmas, the Epiphany, 
Easter, Pentecost, Corpus Christi and the Assumption of the Blessed Virgin. 
The book is easy reading, and the interpretations, of course, can be relied 
upon. 
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Psychological Reflections. An Anthology of the Writings of C. G. Jung. 
Jolande Jacobi, editor. 342 pages. Cloth. Pantheon Books. New York. 
1953. Price $4.50. 


This text is an anthology containing over 1,000 quotations from 60 of 
Jung’s works. The editor has tried to present a cross-section of his opin- 
ions and observations covering nearly 40 years. 

The book does not inelude Jung’s theory in its purely scientifie form, 
rather it contains particularly characteristic statements of a more general 
nature which can more or less stand by themselves and are capable of pro- 
viding an outlook on life from the psychological observatory. The material 
presented is discussed under four main headings: ‘‘The Nature and Ac- 
tivity of the Psyche,’’ ‘‘Man in His Relation to Others,’’ ‘‘The World of 
Values,’’ and ‘‘On Ultimate Things.”’ 

The passages selected are not arranged in chronological order nor in the 
sequence they may have had within Jung’s individual works, but the ma- 
terial is well organized in that each quotation is usually related to those 
preceding and following in some continuity of thought. 

Dr. Jacobi, an associate of Jung, has done a remarkable job of presenting 
these ‘‘reflections,’? many of which have not appeared previously in Eng- 
lish. Without doubt, this text will provide the student a good understand- 
ing of Jung’s basic philosophy. 


A Scientific Report on “The Search for Bridey Murphy.” Milton V. 
Kline, Ph.D., editor. xxxi and 224 pages with introduction and ap- 
pendices. Cloth. Julian Press. New York. 1956. Price $3.50. 


In the January 1956 issue of this QUARTERLY, the reviewer of The Search 
for Bridey Murphy urged psychotherapists to pay serious attention to this 
work, to acquaint themselves with it, and to be prepared to meet its argu- 
ments on serious grounds—lest they be confounded by patients who, having 
read the Bridey Murphy story, know more about hypnosis than their phy- 
sicians, including much that isn’t so. The present scientific report, to which 
Dr. Kline is a contributor besides being its editor, represents a group of in. 
formed scientists taking that story seriously. It covers the factual material 
which the physician who does not use medical hypnosis needs when he is 
confronted, through a patient, with Morey Bernstein’s pseudo-science. It 
also covers the data that the intelligent nonprofessional reader should be 
able to use to see for himself just how, when and why ‘‘Bridey”’ first mis- 
led her creators, and then tens of thousands of uninformed but not neces- 
sarily gullible readers. 

A Scientific Report on ‘‘The Search for Bridey Murphy’’ is sponsored 
by the Institute for Research in Hypnosis; its half-dozen psychiatrist and 
psychologist contributors are experienced reasearch workers and hypno- 
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therapists; scientific papers by more than one of them have appeared in 
this journal. It contains precisely the material needed to correct serious 
misapprehensions by the intelligent but uninformed patient. In the intro- 
duction, Harold Rosen points out that ‘‘any psychiatrist who, when it seems 
indieated, hypnotizes his patients as part of the treatment process, could 
readily duplicate fantasies like Bridey Murphy much more melodramati- 
cally, over and over again, almost routinely if he wished.’’ To illustrate, he 
cites a patient who, under hypnosis, and inspired by anger at his girl, re- 
cited a curse in Osean, a language dead more than two millennia, and one 
of which the patient had never consciously heard. If ‘‘sent back’’ to an- 
cient Italy, Rosen remarks, this man ‘‘would then have built up at least as 
complete and at least as detailed an Osean background for himself as Bridey 
Murphy did for herself with her Irish background.’’ He highlights a dan- 
ger in such procedures by remarking that Bridey Murphy should have been 
recognized by any elementary psychology student as a case of what used to 
be called ‘‘multiple personality.’’ Margaretta K. Bowers also discusses the 
production of secondary and multiple personalities and the danger of their 
persistence beyond the trance state. 

In the paper which closes the book, the editor himself enlarges on the 
dangers of irresponsible hypnosis. ‘‘There is sufficient evidence,’’ says 
Kline, ‘‘to indicate that the unprofessional use of hypnosis can result in 
serious emotional disorder, intense physical distress, and sometimes even 
mental illness. Hypnotherapists constantly see patients whose precipitat- 
ing symptoms have developed through the inept use of hypnosis. . . . Anti- 
social behavior, including murder, rape, and arson have been produced as 
the direct result of hypnotic procedure. There is both documentary and 
scientific evidence of this fact.’’ If some investigators are less impressed 
by this evidence than is Kline, at least there are none who consider hypno- 
sis a suitable or safe plaything for amateurs. And Kline’s view comes the 
closer of the two to general acceptance. 

If reading, or at the very least, acquaintanceship with, The Search for 
Bridey Murphy, is important for the psychotherapist, his access to A Sci- 
entific Report . . . is urgent. It is not only exactly what he himself will 
need to combat the results of patients’ miseducation by Bridey Murphy; 
but it is a book he can safely recommend for general reading; it is carefully 
written to be comprehensible by any intelligent, educated person. 


The Redeemers. By Leo W. Scuwarz. 378 pages. Cloth. Farrar, Straus 
& Young. New York. 1953. Price $4.50. 

This is the heroic saga of rehabilitation of Jewish victims of Hitler’s con- 
centration camps, after Western Allied occupation of Germany, till emi- 
gration to Israel. Written with sympathy and understanding, the book in- 
cludes a friendly prefatory note by General L. D. Clay. 
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The Search for Bridey Murphy. By Morey Bernstein. 324 pages in- 
cluding appendix. Paper. Pocket Books. New York. 1956. Price 
50 cents. 

The paper edition of The Search for Bridey Murphy has a new 24-page 
chapter by William J. Barker, a newspaperman, on ‘‘The Case for Bridey 
in Lreland.’’ Barker conducted a hasty, superficial and unscientific inquiry. 
Evidently assuming from the start that Bridey was the report of a genuine 
incarnation, Barker also assumes that the reincarnated lady, like many other 
people, exaggerated her social status. He thinks both her family and her 
husband’s were less important than the hypnotic subject of Morey Bern- 
stein’s book represents—thus giving a perfect reason for failure to verify 
names, dates and places. ‘‘If only she hadn’t been so eager to impress, we’d 
be able quite possibly to verify even more of her fascinating, frustrating, 
utterly intriguing story.’’ 

Complete verification, of course, would only have demonstrated the 
strength of memory under hypnosis—the memory of Bernstein’s subject 
for a story that happened to someone of her childhood acquaintance or that 
had happened to someone known to that acquaintance. As it is, the very 
apparent weakness of this new chapter may do something to offset the harm 
done by the original book. 


Gestapo. By Epwarp CranksHaw. 275 pages including index. Cloth. 
Viking. New York. 1956. Price $3.75. 

Edward Crankshaw’s book is a short and very readable review of the most 
murderous political police organization in recorded history. Under the di- 
rection of Himmler whom Crankshaw describes as ‘‘amiably and to some 
degree contentedly mad . . . a man adrift from normal human experience,’’ 
the Gestapo executed Hitler’s orders for mass murder and terror. The 
present book is horribly vivid. The gas-van, it appears, was devised be- 
cause methods of murdering Jews were not ‘‘humane’’ enough. And there 
were other improvements. Amateur executions outraged Nazi administra- 
tors, who were prepared to see orderly liquidations, to the point of making 
official reports such as this: ‘‘To have buried alive seriously wounded peo- 
ple who then worked their way out of their graves again, is such extreme 
beastliness that this incident as such must be reported to the Fuehrer and 
the Reich Marshal.’’ It is not recorded that the Fiihrer or the marshal did 
anything about it. 

Crankshaw thinks this sort of thing was possible because the Germans 
rejected the reality which included their neighbors, refusing to accept a 
reality which included other people than the German. It is at least an in- 
teresting idea. 

The book is a good, rather thoroughly documented, useful, brief report 
of an extraordinary chapter of human beastliness. 
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The Nature of Hypnosis. By Pau Scuivper, M. D., Ph.D. 184 pages. 
Cloth. International Universities Press. New York. 1956. Price 
$4.00 


This book, translated by Gerda Corvin, is important, not only for its his- 
torical value, but also because it records for the younger psychiatrist, the 
ideas of a famous psychiatrist who was ‘‘full’’ of ideas. 

In Part I, Schilder gives reasons for thinking that hypnosis is psychologi- 
cal and biological. If the patient is asked to imagine something, how can he 
perceive it if hypnosis is not also biological? Also . . . ‘‘we may formu- 
late our concept of the organie effects of hypnosis in a relatively simple 
way: hypnosis influences the sympathetic-parasympathetic centers of in- 
nervation located in the area of the third ventricle. They are the phylo- 
genetically old parts of the brain, situated not on its surface but in its 
depths. . . . Needless to say, the manifestations of hypnosis are identical 
with those that neuroses might produce in the body. The desire to sleep 

. must have emotional roots; the purely intellectual wish proves insuf- 
ficient in this respect. . . . memories have by no means disappeared. They 
can be recovered with the aid of friendly reassurance, suggestive measures, 
or another hypnosis . . . The factors which help to induce hypnosis repre- 
sent erotic values. . . . Hypnosis represents the pleasure of surrender... . 
We must stress over and over again the viewpoint that the psychological 
state in hypnosis constitutes a return to a more primitive stage of develop- 
ment, psychoanalytically speaking, a regression.”’ 

In Part II, the author and Otto Kanders present what they call ‘‘A Text- 
book of Hypnosis.’’ Here they describe the phenomena of hypnosis, the 
effects of hypnosis, sleep consciousness, amnesia, the psychological and the 
psychoanalytic theories of hypnosis and the methods or technics to be used. 
Some of their statements relative to physiological manifestations under hyp- 
nosis have been shown by recent investigators to be incorrect. 


The Right to Know. By Kent Cooper. 335 pages including index. 
Cloth. Farrar, Straus and Cudahy. New York. 1956. Price $4.00. 


Kent Cooper’s subject, the fight against censorship, and the right of the 
publie to be informed, is one of interest to all scientific workers. His treat- 
ment, however, as is to be expected, covers general news only, with par- 
ticular attention to wartime censorship. It is not entirely unbiased ; it con- 
tains most sardonic views of how America got into both World War I 
and World War II but it is generally sound and informative. Much of the 
book turns on the attempted suppression of the news of the German sur- 
render in World War II, a matter of vast public interest but of little di- 
rect concern to science. 
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Depression. Paul H. Hoch, M. D., and Joseph Zubin, Ph.D., editors. 258 
pages. Cloth. Grune & Stratton. New York. 1954. Price $5.50. 


The proceedings of the forty-second annual meeting of the American Psy- 
chopathological Association in New York City, in June 1952 are recorded 
in this book. 

There are 16 papers presented. Genetic principles as demonstrated by 
twins are discussed by Franz Kallmann. Lewis and Piotrowski very nicely 
present specific clinical diagnostic aspects that are to be considered before 
a diagnosis of manic-depressive psychosis is to be made. Edward Stain- 
brook describes historical and cultural influences on depression, while Rich- 
ard Frank approaches the stimulating theory of depression and elation as 
adaptive measures. 

Biochemical experiments and analyses are discussed in separate papers 
by Max Reiss and Warren Sperry. René Spitz desribes psycho-physiologi- 
cal changes in children deprived of sociological contacts and compares his 
findings with the ‘‘GAS”’ theory of Selye. 

In his presidential address Joseph Zubin evaluates the various methods 
which have been and are being used in studying the causes of mental ill- 
nesses and the effects of treatment. 

From a psychoanalytic point of view, Sandor Rado discusses tiie depres- 
sions and expands his ideas relative to ‘‘the adaptational technic of psy- 
choanalytie therapy.”’ 

The remainder of the book contains articles relative to treatment. 

Lothar Kalinowsky takes up the problems arising in the use of ECT; Leo 
Alexander discusses the influence of physical therapies upon the ego; Don- 
ald Hamilton and Warren Mann describe the hospital treatment of invo- 
lutional melancholia, and Eugene Davidoff and Zack Russ, Jr., give case 
material relative to the treatment of depressions in a general hospital. 

The whole work promises to be of great value to the clinician. 


Manual of Child Psychology. Leonard Carmichael, editor. 1296 pages. 
Cloth. Wiley. New York. 1954. Price $12.00. 


Physiological considerations of infancy, prenatal life and childhood as 
psychological determinates, numerous animal studies, concepts in growth 
and development, the rise of language in the child and a discussion of the 
many and varied forces converging on a child are a few of the topics pre- 
sented in this work by noted authors in the field. Arnold Gesell writes of 
‘*The Ontogenesis of Infant Behavior’’ and Margaret Mead on ‘‘ Research 
on Primitive Children.’’ 

The main contribution of this book is as a reference volume and a com- 
pilation of present trends in the study of child psychology. The physiologic 
approach is favored. 
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Section Rock-Drill 85-95 de los cantares. By Ezra Pounv. 107 pages. 
Cloth. New Directions. New York. 1956. Price $3.00. 


Animus humanos amor non est, sed ipso amor prodedit . . . ‘‘the human 
soul is not love, but love flows from it . . .’’ ‘‘This,’’ says the dust jacket, 
‘is the major theme as the Cantos move into their third and final phase: the 
‘domination of benevolence.’’’ This is certainly nice to know—for it isn’t 
apparent, even after diligent search—and one wonders if anybody will have 
the supreme shamelessness to give Pound another Bollingen Prize for it. 
It is also nice to have it explained that there is a major theme, for it is un- 
detectable without explanation, although what appear to be minor ther.es 
keep plopping up like bubbles in a simmering pot of greasy stew. 

Another dust-jacket quotation seems indicated, this from one Giinther 
Blocker of the Berlin Tagesspiegel, who finds that Pound ‘‘has developed 
for reality a new ideographie language .’’ Pound, ‘‘—revolutionary 
and classicist in one—joins the past with the present, compelling both with 
imperious gesture into a single unit.’’ Mr. Pound’s ‘‘single unit,’’ how- 
ever, is of the trash barrel variety. The present cantos are in at least nine 
languages, besides fluent schizophrenic (which is presumably not the poet’s 
diagnosis): Chinese, Greek, Latin, Italian, German, French, Egyptian, 
modern English and Middle English. There are pages of untranslated 
Chinese ideograms with some phonetic equivalents, shifts in mid-sentence 
from one tongue to another, a ‘‘historical’’ mish-mash of Andrew Jackson, 
Bismarck, Thomas Hart Benton, Napoleon III, Abraham Lincoln, Martin 
Van Buren (whom Pound rhymes with urine), and a pontificating charac- 
ter he ealls ‘‘Kati’’ (illustrated with Egyptian hieroglyphs which spell 
**Kh’ti,’’ and are framed in the cartouche, and with the signs, of royalty). 
As a royal name, this dates to the miserable and obscure seventh and eighth 
dynasty period; and at a later time, the Hittite enemies of Egypt were 
known as ‘‘Khatti’’ or ‘‘Hatti.’’ To select such a name to glorify ancient 
Egypt is typical of the confusion in Pound’s paraded erudition. And more 
of what appears superficially to be learning is the sort of thing little boys 
scratch on toilet walls—abortive and unclean sexuality in French, crude 
anti-Semitism in German. Pound hails ‘‘The total dirt that was Roosevelt/ 
and the farce that was Churchill,’’ he jeers at failure to punish the Holohan 
murder and recalls Mussolini, ‘‘Dead in the Piazzale Loreto.’’ There is 
wearisome perseveration about paper money—Pound seems to think the 
only real money is gold; there are irrelevancies, incoherencies, flights of 
ideas, neologisms. 

If any of the preceding cantos ever were jwoetry, numbers 85 to 95, 
**Seetion Rock-Drill,’’ (To quote the dust jacket again, ‘‘. . ..the truth must 
be hammered home by reiteration, with the insistence of a rock drill’’) are 
only an exhibit of psychopathology. They are reviewed in this detail here 
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because they deserve the study of psychopathologists and because they are 
most unusual material for study. The ordinary psychotie literary produc- 
tion represents the derangement of an ordinary mind; Pound’s represents 
the disintegration of a talent that once was great and brilliant—though, 
even in his pre-psychotie days, often arrogant and disagreeable. A review 
of the Pound psychopathology is further indicated by the probability that, 
rather than face their own bewilderment, psychiatrically-illiterate literary 
erities will genuflect and abase themselves in awe before this mess of versi- 
fied vomitus. Says the dust jacket again: ‘‘Now the great poem has pro- 
gressed into the realm of ‘the permanent’; the poet has passed through 
‘the casual’ and ‘the recurrent’ and come to the values that endure like the 
sea.’’ Sufficient unto the content is the advertising thereof! 


In for Life. A Convict’s Story. By Tom Runyon. 314 pages. Cloth. 
Norton. New York. 1953. Price $3.75. 


Convicted of bank robbery and second-degree murder, the author is Jn 
for Life. Te has not been a model prisoner but he is frank to eriticize him- 
self; and he finally decided, instead of running away or doing something 


“ec 


to cause him to be put in ‘‘solitary,’’ to write of his experiences, all of 
which are interesting. But the most important part of his book is his last 
chapter ‘‘Dream World.’’ Here he states: 

‘‘My dream solution of the crime-prison problem lacks the easy simplicity 
of many convict solutions; I wouldn’t be content to ‘lock up all the cops 
and turn out all the cons.’ I would start at the beginning, not at the end, 
at the weaning pen rather than the meat grinder . ..parents . . . would 
have found marriage a privilege, not an automatic right . . . Public offi- 
cials . . . would be beyond reproach . . . before getting their names on a 
free and secret ballot . . . Laws in my world would be simple, with no econ- 
fusing terms at all, so a citizen could understand and respect them 
The jury would be very different from those in this country today. Service 
on it would be a privilege, an honor as well as a duty. Prospective jurors 
would be chosen for their reasoning power and would receive training in 
the law and in human nature. . . Lawyers . . . seeking only justice . 
The judge . . . of proven integrity and wisdom. . 


‘‘The world ‘respect’ seems to get a bigger play than any other in my 
plan. I wonder if it isn’t the most significant word, if any society will get 
far from the jungle while its members fail to realize its importance. It 
seems to me that if I respect a man I will be unable to injure him deliber- 
ately, that if I respect society’s laws I will be unable to violate them, that 
eruelty and malice and selfishness will have a hard way to go if men ever 


> 


learn to respect themselves and others.’ 
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The Habit of Tobacco Smoking. By W. Koskxowski, M. D. 292 pages. 
Cloth. John de Graff, Ine. New York. 1956. Price $5.00. 


Dr. Koskowski covers, with what appears to be considerable impartiality, 
the social and medical history of tobacco smoking since the discovery of 
America. There is important, interesting material here on early defenders 
and enemies of the weed, and much of sociological and anthropological in- 
terest in customs concerning smoking. Dr. Koskowski reviews the scientific 
literature on the chemical composition of tobacco and tobacco smoke, on 
nicotine and its action, on the presumed effects of tobacco on the circula- 
tory, respiratory, digestive and nervous systems, and on other medical as- 
pects of smoking. The author appears to accept conclusions—concerning 
lung cancer, for instanee—which are not generally considered fully estab- 
lished. His general conclusion appears to be adverse to tobacco use. He 
expresses the view that physicians should set a good example to their pa- 
tients ‘‘by their controlled approach to the use of tobacco even if complete 
abstinence is not feasible.’’ He notes that the problem of stopping smoking 
is really psychological, with the habit reinforced by a pharmacological crav- 
ing. Most doctors and a great many other people would find this book of 
interest. It is adapted both for professional and general reading. There 
is a good index, but the scientifie bibliography suffers by an overweight of 
European as compared to American material. The book was written in 
England. 


Man, Motives and Money. By A.sert LAUTERBACH. 366 pages. Cloth. 
Cornell University Press. Ithaca, N. Y. 1954. Price $5.00. 


Increasing interest is displayed by the economist about the psychological 
aspects, particularly the motivation, of human behavior in the economic 
sphere. In the past, all too often, economic man has been regarded as an 
abstract and universal constant. Recently though, attention has been de- 
voted to an understanding of economic behavior with the aid of psychologi- 
eal and sociological principles, with the individual perceived as a living, 
feeling, variable—and at times unpredictable—agent. And the current 
work is an excellent example of this belated recognition. The primary ori- 
entation of the author’s investigation is to determine the influence of indi- 
vidual and group psychological and sociological factors upon economic de- 
cision-making, stability, and reforms. Subordinate questions that are con- 
sidered, among others, are: how business decisions are actually made, 
what personal factors are conducive to business success, what personality 
traits are conducive to active interest in various types of economic reform. 
In brief, this is an ambitious work, written with lucidity and, at times, far- 
reaching insights. 
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Himmler. By Wi.11 FriscHaver. 270 pages including index. Beacon 
Press. Boston. 1953. Price $3.75. 


This biography of a Nazi leader is a study of fanaticism in power. Himm- 
ler was the man who did much of Hitler’s dirty work in setting up and ex- 
panding his tyranny. He was obsessed with many ludicrous historical and 
anthropological ideas; and his position in the Reich as head of the SS and 
head of the Gestapo enabled him to deal death wholesale. Himmler was 
one of the most repulsive of the Nazi gang. Strangely enough, he seemed 
to feel all through the war that he was a respectable man with whom the 
allies—at least the western allies—should be willing to deal. If the war had 
lasted long enough and Himmler had survived, it is not impossible that he 
would some day have had Hitler assassinated in a drive for personal power. 
Frischauer has presented what is probably as good a short study of this 
unattractive, unbalanced and possibly stupid, man as could be derived from 
surviving sourees. Any student of criminology should find it interesting 
and profitable. 


Chinese Gordon. By LAwrENCE and ELizaBetH Hanson. 247 pages. 
_ Cloth. Funk & Wagnalls. New York. 1954. Price $4.00. 


The biography of the British general, Gordon, slaughtered in Khartoum 
in 1885 by the fanatical Mahdians, is best characterized by a sentence 
of the publisher’s blurb: ‘‘ As he closes these pages, the reader may not un- 
derstand this remarkable man—neither saint nor madman—but he will cer- 
tainly know him.” It seems that neither authors nor publisher consider it 
important that the subject of a biography be understood. Understanding, 
of course, presupposes some psychological knowledge which is lacking here. 
In readable journalese, interesting facts of British colonialism are pre- 
sented, and explanations are avoided. Gordon is described as a trouble- 
maker and provocateur (subsumed under childish pranks) with blue eyes 
and a winning smile, unmanageable, chronically disobeying orders, a re- 
ligious fanatic who detests women (even hints at homosexuality are in- 
eluded) ; but heroes of biographies have psychologies of their own, and 
psychology should be presented by the modern biographer. 


Lady on the Beach. By Norau Bere with CHARLES SAMUELS. 251 pages. 
Cloth. Prentice-Hall. New York. 1952. Price $3.00. 


This is the ‘‘true to life’’ biography of a beachcomber. Described as 
the work of a former ‘‘lost soul’’ and alcoholic who turned to an easier way 
of life, found it, and is happy, it is written in a free and natural style, and 
this reviewer sincerely hopes Mrs. Berg continues to write—with her col- 
laborator, of course. 
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The Birth of the Bill of Rights, 1776-1791. By Rozserr ALLEN Rut- 
LAND, Ph.D. 243 pages including index. Cloth. University of North 
Carolina Press. Chapel Hill. 1955. Price $5.00. 

The Birth of the Bill of Rights, 1776-1791 is a scholarly discussion of the 
events and the background pertaining to the first 10 amendments to the 
United States Constitution. Dr. Rutland covers the rights of the colonists 
as generally recognized in English law, the encroachments which preceded 
the Revolution, and the history of the important period when a new nation, 
endeavoring to set up a stable central government, was beset by fears that 
its new rulers would behave as its old ones had. The review is very thor- 
oughly documented and it seems objective. The Birth of the Bill of Rights, 
1776-1791 appears to be a sound history text. It is also a very valuable 
and important book for all Americans who are coneerned with civil rights 
today. These include in particular all who are disturbed by recent and 
present threats to scientifie freedom. 

To a volume principally devoted to background and history, Dr. Rutland 
has added a brief chapter on the Bill of Rights since 1791. With all the dif- 
ficulties of achieving impartiality in such matters as the Negro question 
and the questions of German- and Japanese-descended citizens in World 
Wars I and II, the author appears to have dealt with reasonable objectivity. 
Dr. Rutland thinks that individual liberty today may have become ‘‘sub- 
ordinate to the paramount issue of safety of the nation,’’ but he expresses 
faith that the permanent values of the Bill of Rights will prevail. His 
book is reeommended reading for any thoughtful citizen. 


Educating the Sub-Normal Child. By Frances Lioyp. vii and 148 
pages. Cloth. Philosophical Library. New York. 1953. Price $3.75. 


Frances Lloyd, author of Educating the Sub-Normal Child, has a deep 
appreciation of the value of the human personality. She discusses with un- 
derstanding the edueability of mentally handicapped children, the aims of 
the special school, the social training of the educationally subnormal child, 
and how to deal with the subnormal child who is also emotionally disturbed. 
She writes with insight on the attitudes of parents of such children. 

Miss Lloyd feels that ‘‘Away from competition, in security and peace, 
they [the children] can gradually work out their salvation.’’ She recom- 
mends special schooling for the mentally limited child. With substantial 
reason, the author argues that the whole atmosphere of such schooling and 
the attitude of the teacher must be specially fitted to the type of child. 
Educating the Sub-Normal Child is recommended for all individuals who 
would benefit from some better understanding of such children in our so- 
ciety, and who might then come to recognize the values of special school 
treatment in helping these children to develop to the fullness of their ea- 
pacities. 





BOOK REVIEWS 347 


The Dark Child. By Camara Layer. 188 pages. Cloth. Noonday Press. 
New York. 1954. Price $2.75. 

This exquisite little tale recounts the author’s gradual and sometimes 
painful breaking away from the shimmering plains and simplicity of native 
life along the Niger River, first to Conakny, the capital of French Guinea, 
and then finally to distant, other-worldly and sophisticated Paris. Against 
this background, he interweaves the strange and exotic highlights of his na- 
tive life with the imagination and flash of color of a poet. More than a col- 
lection of stories, this small book vividly depicts the developing beliefs, 
hopes and fears of a Malinke and Mohammedan youth, embedded in the 
tribal matrix of rituals and spells, who is thrown into the cold and complex 
Parisian life, and struggles to adapt to the alien culture. It portrays a 
genuine and poignant experience. 


Rudolf Virchow. Doctor, Statesman, Anthropologist. By Erwin H. 
ACKERKNECHT. XII and 304 pages including preface, three pictures, 
notes, biographical glossary and index. Cloth. University of Wiseon- 
sin Press. Madison, Wis. 1953. Price $5.00. 

This is the epos of one of the greatest fighters for democracy who ever 
lived. But for us, it is even more than that, it is the analysis of the life 
and the work of the father of modern medicine. A man of humble lineage 
—of a family tree of butchers—proved to be a genius and a mental giant 
for all times. Discriminated against by the Nazis and the Soviets, he is 
presented here in the first full-length study of his achievements. More than 
2,000 publications were left by him, and his personal archives are not even 
yet tapped (they are kept in the Soviet zone). Following Hutchins and 
Mortimer Adler, in their educational concept of ‘‘must readings,’’ this book 
definitely belongs to that group for all students of science and medicine. 


Peripheral Nerve Injuries. By Wrss HayMmaker, M. D., and BarNEs 
WoopHa.., M. D. 333 pages. Cloth. Saunders. Philadelphia. 1953. 
Price $7.00. 

The second edition of this fine work contains numerous illustrative ma- 
terials. The photographs and diagrams are graphic, explicit and concise. 
Basie neuroanatomie features of peripheral nerves and dermatomal distri- 
bution are contained in Section I. Section II discusses muscular move- 
ments, as best elicited in the neurologic examination. Nerve supply to all 
muscles is logically analyzed. Section III includes pathologie changes in 
peripheral nerve injuries, and tests for the extent of nerve regeneration. Seec- 
tion IV presents plexus injuries and various clinical syndromes. 

The work cannot be over-evaluated in the field of nerve injuries. Also it 
serves as a practical review of peripheral nerve anatomy and of testing. 
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The People Called Shakers. By Epwarp ANpREws. xvi and 309 pages. 
Boards. Oxford University Press. New York. 1953. Price $6.00. 


Many religious movements have come and gone, and the end is here for 
the ‘‘Shakers.’’ A sect that during the middle of the last century num- 
bered its adherents in the thousands is now reduced to a few elderly women. 
The ideas believed in by the ‘‘Shakers’’ have counterparts in many other 
religions and groups—some of them far from extinct today—communal 
property, celibacy, and divine revelation, among others. 

The author does not treat deeply of the underlying motives of the re- 
ligion, writing from the sociological and historical rather than the psycho- 
logical viewpoint. This, however, is not too important, as interpretation 
from the analytic viewpoint is practically foreed upon the reader by the 
facts presented. This is a serious history, and written as such, but at the 
same time the style is interesting and the book will repay readers in both 
the psychological and sociological fields. 


Education of Mentally Handicapped Children. By J. E. WALLACE 
Wa.utn, Ph.D. 485 pages. Cloth. Harper. New York. 1955. Price 
$4.50. 


With the ever-increasing emphasis upon general education, the overflow- 
ing classroom, the dearth of qualified teachers, the proper recognition and 
guidance of the retarded or mentally dull child is in danger of being ne- 
glected. Such a child represents a special educational problem which re- 
quires exhaustive, patient and understanding attention. Thus it is indeed 
fortunate to have Dr. Wallin bring to bear a wealth of life-time experience 
and wise counsel on this pressing problem. His approach is non-clinical. 
That is, he concerns himself with the child who by virtue of an intellectual 
deficit, though not severe enough to warrant institutionalization, is not 
capable of the rapidity of learning ordinarily required in our schools. He 
writes primarily for the teacher and the school administrator upon whom 
the major burden of the education of the retarded child rests. 

While the range of Dr. Wallin’s diseussion is broad, he focuses primarily 
upon the development, the organization and goals of the ‘‘special class,’’ 
which, in arranging the child’s school life to provide material sufficiently 
challenging and interesting, adequately recognizes the child’s true capacity 
for learning by a slow and smooth grading of the increasing difficulty of 
his studies. The author writes in well-organized style which avoids ab- 
struse and formal theorizing. His experience has been in the classroom. 
And it is about this experience that he writes. The orientation is always 
practical, and his book should prove a valuable, informative guide to teach- 
ers and school administrators. 
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Metabolic and Toxic Diseases of the Nervous System. Proceedings of 
the Association for Research in Nervous and Mental Disease. H. Hous- 
ton Merritt, M. D., and Clarence C. Hare, M. D., editors. 604 pages. 
Cloth. Williams and Wilkins. Baltimore. 1953. Price $10.00. 


A very representative series of articles is written by major contributors 
to present-day neurologic understanding. On the whole the psychiatric 
implications are accurately represented. A refreshingly concise and under- 
standable article on parathyroid pathology is included. Other endocrine 
disorders are covered also. The relations of the thymus to myasthenia 
gravis and thyrotoxi¢ myopathy are examples. A paper on hepato-lenticu- 
lar degeneration and hepatic coma, with associated central nervous system 
pathology and symptomatology, is a very real contribution. Psychiatric 
abstinence syndromes and drug-produced psychoses are well presented. The 
classification and etiology of hypoglycemia are included in an article by 
H. E. Himwich. Potassium, porphyrin, creatine and creatinine metabo- 
lism with neurologic and psychiatric changes; effects of heavy metal poi- 
soning; and ionizing radiation results on nervous tissue also are presented. 
A profound study of the effect of aleohol on the nervous system, made from 
consecutive alcoholic admissions to Massachusetts General Hospital, com- 


pletes this volume. Each clinical syndrome is graphically explained. De- 
lirium tremens is diseussed as an abstinence syndrome. 


Medic Mirth. By Henry Frisen. 126 pages. Paper. Ace Books. New 
York. 1956. Price 25 cents. 


This is an amusing collection of medical-surgical cartoons, with selections 
from Henry Felsen’s book, Doctor, It Tickles! There is some rather broad 
lampooning of general and special, including psychiatric, medical proced- 
ures, but while the text could hardly be louder, it might be much funnier. 
Medic Mirth is a good cheer-up book for a person with a crude sense of 
humor, but is better adapted for the hospitalized colleague than the layman 
patient. It would not strengthen faith in the doctor in the neurotie and 
uninformed. 


The Idols and the Prey. By JoHn Goopwin. 341 pages. Cloth. Harper. 
New York. 1953. Price $3.50. 


The author of this novel accomplishes the unbelievable. He uses an in- 
teresting and nearly unknown milieu (Haiti), and produces an unbearably 
dull, insignificant, nearly unreadable novel. The only remarkable thing 
about the book is the text of the blurb, ‘‘the talent of a master,’’ ‘‘surpass- 
ing narrative skill,’’ ete. Exactly the opposite is the case. 





O 
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Magic, Myth and Medicine. By D. T. Atkinson, M. D. 319 pages in- 
cluding index. Cloth. World Publishing Company. Cleveland. 1956. 
Price $5.00. 

Dr. Atkinson writes an informal, chatty history of medicine. Many of 
the chapters are in essay form; Dr. Atkinson is a traveler, observer and 
scholar and his personal observations add much to the interest of what he 
chronicles. However, somebody seems to have been regrettably careless. 
For instance, the author speculates that Chaucer, who was born in 1340, 
must have known physicians who returned from the Crusades. If so, they 
were archeological specimens, as Saint Louis’ last feeble crusade gave up 
the ghost at Acre in 1272. Later the author notes that the famous 
Haroun-al-Raschid, one of the greatest of the caliphs of Bagdad, was an 
Arabian ruler in Spain. He also notes that the Arabians were being driven 
out of Spain in the eighth century, which is about 600 years too early and 
is, in fact, about the period of the Arab invasion of Spain, a date given 
correctly elsewhere. A helpful editor or printer is doubtless responsible 
for the remarkable information that Hippocrates ‘‘splintered’’ fractures. 

This reviewer does not believe that many or all of these matters can be 
dismissed as cavilling, for they cast doubt on the reliability of the whole 
book. There are available better and more trustworthy short histories of 
medicine for both student and general reader. 


1] Was a Drug Addict. By Leroy Srreet and Davin Lorn. 246 pages. 
Cloth. Random House. New York. 1953. Price $3.00. 

In clipped, abrupt narrative form, the author and his collaborator present 
a vivid picture of the author’s early, innocent acquaintance with ‘‘dope’’ in 
lower Manhattan, and the adventures which befell him as he became in- 
creasingly addicted to it. After many brushes with the law, he was finally 
institutionalized under the tyranny of a brutal superintendent. As the 
episodes covered in this book occurred in the first decade of the twentieth 
century, it is rather dated in its description of the treatment of narcotic 
addicts. However, it provides a graphic description of the suffering and 
gnawing compulsion of the addict, and should bring some disquiet to the 
complacent reader. 


Caviar. By THroporE SturGEON. 167 pages. Ballantine Books. New 
York. 1955. Price, paper 35 cents; hardbound $2.00. 


When a man named (or pen-named) Sturgeon writes a book called Caviar 
the reader can expect tall tales. This collection is a group of short stories 
of which the greater number are intellectual exercises about psychody- 
namics. ‘‘Intellectual’’ should probably be emphasized; there is no great 
depth of insight. This does not indicate, however, that the student of psy- 
chology will not find the volume amusing. 
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The Community Mental Hospital. Third Report, Technical Report Se- 
ries No. 73. (Policy Report by Expert Committee of WHO.) 38 pages. 
Paper. Columbia University Press. New York. 1953. Price 25 cents. 


This Third Report of the WHO Expert Committee on Mental Health is 
devoted to the subject of The Community Mental Hospital. It deals intelli- 
gently with the ‘‘atmosphere’’ in the community mental hospital as an im- 
portant factor in the efficacy of treatment. The collective views of the in- 
ternational group of experts who prepared the brochure suggest that the 
psychiatric hospital should be a kind of ‘‘therapeutic community’’; and 
among the elements conducive to the creation of the needed atmosphere are 
the preservation of the patient’s individuality, the assumption that patients 
are trustworhy and capable of undertaking responsibility and displaying 
initiative, and the encouragement of good social behavior. This report is 
also of importance to psychiatrists and medical practitioners generally, be- 
cause it discusses home care, institutions for aged patients, special hospitals, 
and psychiatric wards in general hospitals. 


Child Care and the Growth of Love. By Joun Bow.py, M.D. 190 
pages. Paper. Penguin Books. Baltimore. 1953. Price 50 cents. 


One of the most remarkable results of the work of the new ‘‘school’’ of 
psychiatrists and psychologists is the realization that mother-love is, per- 
haps, the greatest influence in the formation of character and personality. 
Dr. John Bowlby’s Child Care and the Growth of Love deals specifically 
enough—and very intelligently and with insight—with some causes of 
mental ill health, with the purpose of the family, group care, care of mal- 
adjusted and sick children, and administration of child-care services. The 
author (who is consultant in mental health to the World Health Organi- 
zation) writes with comprehension and psychiatric knowledge on the proper 
care of children who are deprived of normal home lives. He sees such care 
demanded, not merely as an act of common humanity, but as an essential 
for the mental and social welfare of a community. 


A Century of Brentwood. By Verne Dyson. vi and 301 pages. Cloth. 
Brentwood Village Press. Brentwood, L. I., N. Y. 1950. Price $3.00. 


The history of the Long Island village of Brentwood is linked inextriec- 
ably with the life of Edgar Fenn Peek, M. D. A Century of Brentwood, by 
Verne Dyson, details, historically and at times quite uninterestingly, the 
entire story. It deals (in Chapter XV) rather specifically with Pilgrim 
State Hospital. The text is factual; the format is unattractive; the presen- 
tation is overdetailed in some instances and too sparse in others. 
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Accent on Teaching. Experiments in General Education. Sidney J. 
French, editor. xii and 334 pages. Cloth. Harper. New York. 1954. 
Price $4.75. 


Twenty-five contributors have written well on student-needs in education 
in the book Accent on Teaching, ably edited by Sidney J. French. The 
scope is broad and diverse, yet the book is cohesive and intelligent, cover- 
ing the place of general education in the liberal arts, the humanities, the 
natural sciences, the social sciences, and finally the area of administration 
and evaluation. The book deals directly with the quality of instruction, 
and offers suggestions for the teacher, most of them practical. Although 
most of the ideas expressed are the result of experience in college teaching, 
many are applicable to public school work. Accent on Teaching is the result 
of a project conceived by the committee on general education of the Asso. 
ciation for Higher Education, of the National Education Association. The 
generalizations of psychology are applied commendably to the specific prob- 
lems of teaching how to convert learning into thinking. 


Aggression, Hostility and Anxiety in Children. By Lavurerra BENDER, 
M.D. 182 pages, 23 illustrations. Cloth. Thomas. Springfield. 1953. 
Price $5.50. 


Dr. Bender’s book is the second in the series of the Bellevue Studies of 
the Child. It consists of seven papers, all but two of which were written 
between 1934 and 1940. All except the one on anxiety (which is taken from 
Hoch and Zubin’s book Anziety) appeared in various journals in the field. 

The papers consist mainly of case histories and clinical interviews. There 
is relatively little space devoted to summations and conclusions. The topics 
covered include aggression, attitude toward death, preoccupation with sui- 
cide, homicidal aggression, the genesis of hostility, anxiety, and Helen Yar- 
nell’s now classic paper on firesetting in children. The book will prove 
interesting to those working with children who have not seen the articles in 
the journals or who would like to read the results of the re-examinations of 
50 of the 260 children originally studied. 


The Stepmother. By R. C. Hurcuinson. 310 pages. Cloth. Rinehart. 
New York. 1955. Price $3.50. 


This is a confused novel about a group of English neuroties, including 
a young man who kills a ‘‘worthless’’ fellow without motivation; the vic- 
tim’s wife who toys with the idea of marrying the murderer; and a step- 
mother who considers it her duty to open the eyes of the family as to the 
‘*real nature’’ of her dead predecessor. This is boredom, mixed with lack of 
motivation, coupled with pretentiousness. 
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Cybernetics. Circular Causal and Feedback Mechanisms in Biological 
and Social Systems. Heinz von Foerster, editor. XX and 184 pages, 
including appendix with references and many figures and tables. Cloth. 
Sponsored by the Josiah Macy, Jr. Foundation. New York. 1953. 
Price $4.00. 


As in the preceding conferences, an attempt was made at this ninth 
(1952) conference to establish ‘‘communication across the boundaries which 
separate the various sciences.’’ One has to admire the superior way in 
which the chairman, Warren S. McGulloch, succeeds in keeping represen- 
tatives of the most widely different sciences ‘‘on the rails’’ in discussing 
their most advanced studies on communication in their different fields; he 
even contributes to every field of discussion. It is just as fascinating to 
follow Gregory Bateson’s lecture on the ‘‘position of humor’’ in the equili- 
bration of human relationship as to take part in W. Ross Ashby’s work on 
homeostasis and on the mechanical chess player or to listen to J. Z. Young’s 
studies on discrimination and learning in the octopus. 

But when G. Evelyn Hutchinson reports on turbulence as random stimu- 
lation of sense organs, and Henry Quastler discusses feedback mechanisms 
in cellular biology, the reader unfamiliar with the field must be bewildered. 
One cannot help but suspect that in spite of MeGulloch’s able efforts to 
co-ordinate the discussion, the common platform has not yet been found; 
Wiener’s Cybernetics as a science is still struggling to find the uniformly 
defined application of termini technici as means of communicative under- 
standing across the boundaries of sciences. 

But following the course of these symposia one senses the progress of the 
shaping of a superposed ‘‘master science.’’ The verbatim report of the 
proceedings must be studied in detail by the interested reader; he will be 
stimulated by the incisive and lucid discussions. 


Band of Angels. By Ropert PENN WarREN. 375 pages. Cloth. Random 
House. New York. 1955. Price $3.95. 


Here is another novel from the author of the excellent and prize-winning 
book, All the King’s Men. An able and often brilliant writer, Mr. War- 
ren has somehow missed the boat on this one. The beginning of the story 
in the days before the Civil War concerns a young Kentucky girl suppos- 
edly of high station, who suddenly discovers herself to be a slave of the 
plantation and who is then sold downriver to New Orleans. This part of 
the work is superbly done, and almost agonizingly suspenseful. From this 
point on, the ever-increasing number of bizarre and dramatic adventures, 
against the dark background of the Civil War, become confusing, and one 
is left wondering just what point the author was trying to make—a praise- 
worthy but miscarried effort against race prejudice perhaps. 
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The Survival of the Pagan Gods. By JEAN SezNnec. 376 pages includ- 
ing index. Cloth. Pantheon Books. New York. 1953. Price $6.50. 


The classic gods survived Christianity’s onslaught, Rome’s fall, and 
lived through the Middle Ages in various guises. Professor Seznee devotes 
this volume in the Bollingen Series (XX XVIII), not to the gods’ trans- 
figuration as saints in a Christian pantheon nor to their underground roles 
in ritual where the devil was frankly worshipped, but to their literary and 
cultural survival. The old gods also went through the Middle Ages under 
their own names as figures of allegory and moral teachings. There was a 
widely-held theory that they were originally historical figures, and the 
moral-minded of medieval times treated them as seriously, and in much the 
same way, that they treated Old Testament characters. 

In the Renaissance and the centuries immediately following, the gods re- 
conquered the literary and cultural world, resuming for the most part their 
antique guises. This book is the story of their medieval literary wanderings 
and their later roles as figures of mythology. It is a painstaking, schol- 
arly and valuable background book for the understanding of modern 
culture. 


Der Nervoese Charakter und Sein Heilung. (The Nervous Character 
and Its Cure.) By JOHANNES NEUMANN. 272 pages. Paper. Hippo- 
krates Verlag. Stuttgart. 1954. Price DM 16,50. 


Nervous character, as defined by Dr. Neumann, seems to take in all neu- 
roticisms and behavior disorders this side of frank mental illness. Many 
case histories are presented, all slanted along Adlerian interpretations of or- 
gan inferiority, which is equivalent here to organ illness, an illness at- 
tributed to hectic unnatural living, artificial fertilizer, chemical food addi- 
tives and inbreeding. 

Interpretive discussions have cured the majority of Dr. Neumann’s pa- 
tients. To the author’s many quotations this reviewer would like to add 
one of his own: ‘‘A moral tome on inner attitudes should not contain quite 
all the platitudes.’’ This one does. 


Clinical Papers and Essays on Psychoanalysis. By Kari ABRAHAM. 


2997 


327 pages. Cloth. Basic Books. New York. 1956. Price $6.00. 


Abraham was the most brilliant of Freud’s early pupils; his contribu- 
tions are of lasting clinical value. Correctly, Ernest Jones points out in the 
preface that ‘“‘his work has far more than a purely historical interest.’’ The 
29 papers collected in this volume attest to that, provided the reader bears 
in mind that many of Abraham’s findings have a deeper substructure, un- 
known in the period of 1907-1925 when most of the studies were written. 
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The Great Mother. By Ericu NeuMANN. 380 pages including index. 
Cloth. Pantheon. New York. 1955. Price $7.50. 


Woman’s Mysteries. Ancient and Modern. By M. EstHer HaArpine, 
M. D. 256 pages including index. Pantheon. New York. 1955. 
Price $4.50. 

Both The Great Mother and Woman’s Mysteries are inquiries into what 
C. G. Jung calls the ‘‘historical background’’ of ‘‘the modern psyche.’’ 
Both are by Jungian psychologists. 

The Great Mother is, of course, a study of the creator-goddess of an- 
tiquity in aspects from the old stone age through Isis to modern Java. It 
is immensely erudite and supported by a tremendous volume of documen- 
tation, including the important work of Robert Briffault and the literally 
uncanny insight of Robert Graves. 

Woman’s Mysteries is less inclusive than the title might lead one to be- 
lieve. It does not, for instance, concern the great mystery of Eleusis, or 
other classic rites; it is confined to moon worship, moon influence, moon be- 
liefs and moon legend. Dr. Harding’s treatment is intended for the well- 
informed rather than the general reader, but her work is far less technical 
than Neumann’s. 

Woman’s Mysteries is well indexed by topie and sub-topie and is appro- 
priately illustrated with line drawings of ancient subjects. The Great 
Mother is sumptuous by comparison. There are 185 full pages of plates, 
besides numerous other illustrations. The index is exhaustive and there is 
a comprehensive bibliography. Both of these works are worth the serious 
attention of the student of the human psyche. Quite aside from the inter- 
pretation, there is a wealth of material here; and even critics of Jung would 
concede that there is sometimes startling insight in the Jungian view of 
these symbols. 


Manual of the Classified Abstract Archive of the Alcohol Literature. 
By Mark KELLER, VERA Erron and E. M. Jeiinek. 56 pages. Paper. 
Quarterly Journal of Studies on Alcohol. New Haven, Conn. 1953. 
Price $1.00. 


The avowed purpose of this Manual of the Classified Abstract Archive of 
the Alcohol Literature is ‘‘to give easy access to any selected topic in the 
vast accumulation of published materials on alcohol problems.’’ The 
archive includes material ranging from metabolism of aleohol, to nutrition, 
to experimental medical complications of aleoholism, to mental disorders, 
to education, and to propaganda concerning alcoholism. For the techni. 
cian, medical writer, specialist in aleohol study, and for other scientific 
workers interested in alcoholism, this Manual can serve well as an impor- 
tant guide to the vast literature in the field. 
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Setting the Stage for Johnny to Read. By Romir Dustin Jupp, Ph.D. 
80 pages including index. Cloth. Pageant. New York. 1955. Price 
$2.50. 

Dr. Judd’s small volume is deseribed by its publisher as ‘‘a calm, 
thoughtful and comprehensive answer to the raging controversy about the 
issue of Johnny’s reading inability.’’ It is a description from the point of 
view of a successful and plainly devoted teacher of what he apparently 
considers the ideal cireumstances for learning reading. Dr. Judd’s reply 
to the contention that reading should be taught by ‘‘phonies,’’ or the al- 
phabet method, is that the schools do teach phonies. He says: ‘‘ While the 
teaching of phonies is important it is not by far the paramount element in 
the teaching of reading. Essential? Definitely. However, let it be as a 
means to an end. Someone has adequately said that the place of phonics 
is ‘one small tile in the mosaic of teaching reading.’’’ The operative 
phrase here is ‘‘ ‘one small tile.’’’ The critics who have been citing tens 
of thousands of Johnny’s unable to read would contend that phonics is at 
present not only too small a tile but that experience justifies making it, not 
a tile at all, but the keystone of the arch. 


Expression of the Emotions in Man and Animals. By CuHaries Dar- 
WIN. 372 pages including index. Cloth. Philosophical Library. New 
York. 1955. Price $6.00. 

This is a new edition, with an introduction by Margaret Mead, of a classie 
which is too little read nowadays. If the dynamics of modern biology are 
founded on Darwin’s theories, this book is a foundation stone of another 
modern specialty, comparative psychology. Margaret Mead remarks that 
the only modern method Darwin failed to use was that of projective tests, 
and that the one important modern interpretive tool that he lacked was 
the theory of cybernetics. 

This edition is well printed; the original illustrations are handsomely re- 
produced ; it belongs in any scientifie library for reference and should be 
of use to any modern student of psychology or psychiatry. 


Sex and Society. By KENNETH WALKER and Perer FLETCHER. 251 pages 
including index. Paper. Penguin Books. Baltimore. 1955. Price 
65 cents. 


Sex and Society is a serious piece of work, written from a background of 
medicine, counseling and psychology. It is designed to inform on the psy- 
chological and social aspects of various sexual manifestations, including the 
abnormalities. The psychology is not precisely orthodox, but it is compre- 
hensive and, within its limits, not unsound. At the low price of Pelican 
books, the reading of this one can be encouraged as a measure of mental 
hygiene. 
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Exploring English Character. By Grorrrey Gorer. 483 pages includ- 
ing 108 tables. Cloth. Criterion. New York. 1955. Price $8.50 
(complete edition), $5.00 (standard edition). 


Geoffrey Gorer took a random sample of 5,000 English men and women 
and investigated their behavior and attitudes by the questionnaire method. 
The questionnaire was long and elaborate; its reproduction covers eight 
pages in one of the appendices of the book. The answers were subjected 
to searching statistical analysis. The results give a sketch of English char- 
acter which is presumably as reasonably reliable as can be expected from 
the use of questionnaires. As we know from the Kinsey statistics, this 
has great limitations. A picture does emerge, however, and for those will- 
ing to accept it with reservations, it may be exceedingly informative. This 
reviewer was impressed by its numerous likenesses to what he supposes 
American character to be, rather than by its differences. 


Red, Black, Blond and Olive. By EpmMuNp Wi.son. 500 pages. Cloth. 
Oxford University Press. New York. 1956. Price $6.75. 


Red stands for Zuni, black for Haiti, blond for Russia and olive for 
Israel. This book is a collection of articles put together from shorter pub- 
lished and unpublished material, dating from Russian travels in 1935 to 
a trip to Israel in 1954. Presumably they have been collected and published 
in book form because of the phenomenal success of the author’s The Scrolls 
from the Dead Sea. They are, however, not the brilliant analysis one might 
expect from the latter book, but are rather primarily travel accounts, and 
good ones. 

Wilson has the happy faculty of empathy, if not of full identification, 
with the peoples whom he has visited. They seem as human as his own 
compatriots and as intelligible. For this reason and in spite of its travelog 
features, Red, Black, Blond and Olive can be recommended reading in the 
interests of mental hygiene. 


The Psychoanalysis of Artistic Vision and Hearing. An Introduction 


to a Theory of Unconscious Perception. By ANTON EHRENZWEIG. 267 
pages. Cloth. Julian Press. New York. 1953. Price $5.00. 


This is a scholarly presentation of a theory of unconscious perception in 
music and works of art. Most persons, of course, recognize the hidden ex- 
pressions and tones which the artists have attempted to express; and the 
author writes here both of surface psychology and of depth psychology, 
‘the gestalt-bound surface perception’’ and ‘‘the gestalt-free depth per- 
ception.’? The book, however, is not easy to read. It becomes extremely 
involved, and many will feel that the author could have made his ideas 
clearer with fewer words. 
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Readings in Learning. By LAwrENcE M. Srouurow. 548 pages. Cloth. 
Prentice-Hall. New York. 1953. Price $6.00. 


This anthology on learning theory is composed of 39 papers that are con- 
sidered important contributions to the field of learning. Brief editorial 
comments and footnotes tend to make the articles of more interest by pro- 
viding better orientation. The text is divided into eight sections, each hav- 
ing from four to six articles. Theoretical papers are presented in the first 
section, with research articles composing the latter part of the text. These 
papers are by such authors as Edward Thorndike, Clark Hull, William 
Estes, Edward Tolman, B. F. Skinner, Kenneth Spence, 0. H. Mowrer, 
R. S. Woodworth, Karl M. Dallenbach and many others. They range his- 
torically from 1933 to the present. The book divides learning theories into 
general and special theories. The more general theories are presented in 
the early part of the text. The author suggests that the book be used to 
train students to read and evaluate periodical literature critically, as well 
as to serve as an informative collection of material on learning. The text 
is of value as a source book in that there are also 48 pages of bibliography. 

The reviewer feels that the selection of articles and editorial comments 
accompanying them serve to bring a student on speaking terms with the 
highlights of modern learning theory, providing the student has already 
established a firm background of general psychology. The text is too tech- 
nical for the unindoctrinated. 


Medical Schools in the United States at Mid-Century. By Joun E. 
Deirrick, M. D., and Ropert C. Berson, M. D. 367 pages. Cloth. 
McGraw-Hill. New York. 1953. Price $4.50. 


This is a report of the committee on the Survey of Medical Education. 
It is a factual report which was started in 1949 (when the medical schools 
began to be visited) and ended in 1951. The studies cover the functions of 
the medical school, the finances involved, the methods of operation, the cur- 
riculum and teaching methods and advanced education and training. Sev- 
eral appendices are included, showing tabulations of specific information. 

The report shows that operating costs of teaching centers had risen about 
700 per cent in a period of 23 years; that funds restricted to research had 
increased almost nine times in a period of 10 years; that the increased costs 
of medical education had risen largely because of an expansion of services 
to the public by the medical educational program ; that medical schools had 
suffered because grants and gifts were restricted to research rather than 
to medical education in general; that members of faculties of medical 
schools were not paid equitable salaries. 

The committee recommends that medical education be re-defined; that, 
due to the inclusion of varied health programs in medical education, the 
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medical school is ‘‘losing its effectiveness as a school for instruction in a 
learned profession.’’ They state: ‘‘In the selection of faculty members 
interest and ability in research have been the dominant qualification ; 
teaching experience and ability have been secondary, and often clinical 
ability and interest in patients have come last. . . . The training must be 
thoughtfully designed to develop competence in diagnoses and real skill in 
treatment. . . . If the schools fail to comprehend and to appreciate the in- 
trinsie value of the young men whose development is the very purpose of 
their existence—if they fail in their emphasis and do not stimulate the 
curiosity, initiative and freedom that are the essence of the profession of 
medicine—if they do not allow the student responsibility to the limit of his 
capacity—if they do not allow him to associate with men of the highest 
ideals of practice and ethics—then they will fail in their most important 
mission. . . . The vision of greatness must be preserved. It must not be 
lost in the medical school in a welter of service, research, training and wel- 
fare functions. The greatest need of the medical schools today is clear, eriti- 
cal thought, by men who are sincerely interested in the education of stu- 
dents and who have an understanding of educational principles, a knowl- 
edge of science, and a familiarity with social and economic trends.’’ 


William Blake. By J. Bronowski. 209 pages including index. Paper. 


Penguin Books. Baltimore. 1954. Price 65 cents. 


This book is a revised edition, with new illustrations from Blake’s de- 
signs, of a work on the great poet and artist published more than 10 years 
ago. It is subtitled ‘‘A Man Without a Mask,’’ and this reviewer questions 
just how much of the mask has been removed. Bronowski evidently does 
not consider that Blake was ‘‘mad.’’ Yet Blake himself wrote that he was 
‘*under the direction of Messengers from Heaven, Daily and Nightly .. . 
behind, the sea of time & space roars & follows swiftly; he who keeps not 
right onward is lost . . .’’ and Blake’s ‘‘prophetic’’ books ean hardly be 
comprehended in normal intellectual terms. This book is, nevertheless, an 
excellent outline sketch and an excellent introduction to the character of one 
of the most enigmatic great men of our literary and artistic tradtion. 


Willam H. Welch and the Rise of Modern Medicine. By Donap 
FLEMING. 216 pages. Cloth. Little, Brown. Boston. 1954. Price $3.00. 


From 1850 to 1934 William Henry Welch grew and learned and fought. 
His life was fascinating, but much more than a single life story is eov- 
ered in this biography. It is the story of the 50 years of medicine that 
are probably the most critical the science will ever see. It is simply writ- 
ten and fast-reading. 
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Reprieve from Paradise. By H. CHANDLER E.iorr. 256 pages. Cloth. 
Gnome Press. New York. 1955. Price $3.00. 


Mr. Elliott’s work reminds this reviewer of the cireus performer who can, 
maybe, manage to ride two horses at once but certainly not three or four. 
Mr. Elliott is trying to ride too many horses. Reprieve from Paradise is, 
in spots, a brilliant satire on the scientific and academic trend toward com- 
partmentalizing of the specialties. His hero is not allowed to present evi- 
dence of a threatening catastrophe because he is a specialist in the wrong 
field. One’s information does not need to be broad or deep to appreciate 
that this sort of thing is already something of a menace. But this satire 
is incidental to a broader satire of the state of society, once Malthusian pre- 
dictions have caught up with humanity. Then there is a rather stagey and 
unconvincing science-fiction setting, and finally there is a too-superficial at- 
tempt at a character study. In addition, Mr. Elliott gives way now and 
then to the temptation to attempt poetic prose, a most unsuccessful en- 
deavor in this setting. The development of either of this book’s brilliant 
satirical themes would have produced something well worth the attention 
of the scientific reader. As it is, the socia] scientist will not find a little at- 
tention to this volume to be time altogether wasted. 


Masks and Magic. By Orive Ruxy. 122 pages with bibliography, 


frontispiece in color and 52 full-page plates. Cloth (about 814”x11”),. 
Studio-Crowell. New York. 1955. Price $5.95. 

Masks and Magic is a presentation in the field of art and craftsmanship, 
rather than anthropology. It reproduces, in half-tone, masks from all over 
the world, with explanation of what they represent and in what cireum- 
stances they are worn. The selection is confined to the primitive; neither 
the masks of classic ancient drama nor of modern stage, festival or mas- 
querade are shown. The student of psychodynamies will not find interpre- 
tations of the motifs or the masks’ use; but the short, though adequate, bib- 
liography covers modern anthropological work. Masks and Magic is a 
beautiful and beautifully-printed book which will be appreciated by any 
lover of primitive art; it should be inspirational and probably practically 
useful to the occupational therapist—and possibly to the recreational ther- 
apist. 


The Girls in Nightmare House. By CuHar_Es Bosweit and Lewis 
THOMPSON. 176 pages. Paper. Faweett. New York. 1955. Price 25 
cents, 

This is a factual account of the last phases of the murderer, Holmes, who 
in the 1890’s killed 27 persons, mostly in Chicago. As is typical in the Gold 
Medal Book series, the explanation of the murderer’s actions is left to the 
reader’s imagination. 
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The Dark Eye in Africa. By LAURENS VAN DER Post. 224 pages. Cloth. 
Morrow. New York. 1955. Price $3.00. 


Colonel van der Post is an Afrikaaner who believes his people are doing 
evil in following the myth that they are a chosen race. The ‘‘dark eye’’ is 
the translation of a Malay expression for a state in which men break social 
bonds and smash everything in sight. The dark eye, the author believes, 
has entered Africa. This book is based on a short talk, originally given be- 
fore a group of Jungian psychologists in Zurich and repeated elsewhere on 
the Continent and in England. There is question-and-answer discussion to 
nearly three times the amount of the original paper. Taken all together, 
the book is an effort to interpret African distress and African unrest in the 
terms of unconscious and mythological forces. The author presents a power- 
ful argument for his hope in the brotherhood of man, and gives the best 
reply this reviewer has ever seen to the heckler’s question: ‘‘Would you 
want your child to marry a black man or woman?’’ The Dark Eye in 
Africa is a socially construetive work which is well worth reading in Amer- 
ica. It is to be recommended to the attention of all concerned with the 
eolor problem. 


The Rogue of Publishers’ Row. Confessions of a Publisher. By Ep- 


WARD Un.an. 247 pages with bibliography. Cloth. Exposition. New 
York. 1956. Price $3.50. 


Mr. Uhlan reminds this reviewer of the well-known reporter who worked 
for the late William Randolph Hearst. ‘‘Don’t,’’ he pleaded, weeping into 
his beer, ‘‘tell my mother what I am doing; she thinks I’m playing the 
piano in a bawdy house.’’ Uhlan, as head of a vanity (pardon, subsidy) 
publishing concern, is in somewhat the position of the man who wasn’t a 
piano player. He is in a legitimate business. Aside from his own ‘‘con- 
fessions,’’ Exposition Press has published more than one book—with sub- 
sidy or not—of literary, sociologie or scientific merit, as this reviewer can 
testify. Uhlan is not a peddler of cheap erotica, an exploiter of gullible 
would-be writers, or a producer of ‘‘comies.’’ But he might just as well 
be working for the sainted sage of San Simeon; a subsidy publisher is not 
considered altogether respectable, and this one has been called the rogue of 
publishers’ row. 

Uhlan’s account may not be exactly a free-association, uninhibited re- 
port of his life and times, although he does mention reclining on a ‘‘meta- 
phorical couch”’ to ‘‘ ‘tell all,’ ’’ but he does appear to try strenuously to 
tell frankly of a business that he remarks was ‘‘conceived in sin and dedi- 
eated to fraud.’’ Strictly as an autobiography, this book can command 
psychological interest; for Uhlan, crippled by poliomyelitis at four and 
brought up in Hell’s Kitchen where he was ‘‘the only Jewish boy in twenty 
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blocks of slums,’’ went into business with virtually no resources, after hav- 
ing learned the bookbinding trade. So diffieult was his start that he tells 
of one occasion when he went on relief and sold his food coupons to keep 
going. There is psychological interest, too, in the siege that even subsidy 
publishers must withstand from perverts, crackpots and propagandists who 
want to appear in print. ‘‘One type of book comes to my office with un- 
failing regularity, that of the homosexual trying to explain why he is what 
he is and seeking approval as a member of society.”’ 

A publisher, says Uhlan, ‘‘should be psychologically oriented if he is not 
to hurt well-meaning authors. He must learn that vice taints him as much 
as it taints the author— . *’ And, ‘‘Contrary to the belief of some, we 
will not publish any book, no matter how much we are offered. We have 
rejected as many books as we have published . . .’’ 

The Rogue of Publishers’ Row is a very practical book for the information 
of the scientific worker. In psychiatry, there is not even periodical space 
enough for the short manuscripts worth publishing—with no financial re- 
turn to their writers. There are comparatively few psychiatric book manu- 
seripts which promise a financial return to a trade publisher; and there 
are not enough foundation grants or other financial aids to go around. The 
Rogue of Publishers’ Row is a guide, if a very general one, to the land 
where such unmarketable books can get published—with their authors’ sub- 
sidies. It is also a very witty and amusing book which should entertain 
any adult; Mr. Uhlan seems to be a brilliant writer, and he certainly is well 
supplied with competent editors. 


Cure Your Nerves Yourself. By Louis E. Biscu. 247 pages. Cloth. 
Wilfred Funk. New York. 1953. Price $3.50. 


‘*This book,’’ the author states, ‘‘has the following primary objective in 
view: (1) To prove to you that most eases of nerves do not require profes- 
sional psychiatric treatment. (2) To help you discover for yourself if yours 
is such a ease. (3) To show you how you ean cure yourself.’’ 

There are 24 chapters dealing with these concepts, and the author de- 
scribes 10 types of disturbances: dread of ‘‘insanity,’’ fear of suicide, self- 
consciousness, anxiety, compulsions, fears in general, hypochondriasis, un- 
happy love affairs, sexual maladjustment, and marital difficulties. 

Bisch’s theme is that many individuals present themselves for psychiatric 
treatment when in reality their condition is not sufficiently severe to war- 
rant the time of overworked, overburdened medical men. He feels that 
with better understanding, laymen can do much to help themselves, thus 
alleviating the case-load pressure of professionals. He clearly defines those 
conditions which he considers need professional help. 
bility. 
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Modern Experiments in Telepathy. By S. G. Soau and F. BATEMAN. 
With an introduction by J. E. Hutehinson. 425 pages. Cloth. Yale 
University Press. New Haven. 1954. Price $5.00. 


The densely-packed chapters of this book are concerned with two major 
phases of experimental parapsychology. They contain a brief critical sur- 
vey of older and more recent tests carried out by J. B. Rhine and his as- 
sociates in this country and by a number of workers in England and else- 
where in Europe. More important than this historical aspect is Soal and 
Bateman’s detailed report on their own work, especially on their experi- 
ments with two gifted subjects, Basil Shackleton and Mrs. J. O. Stewart 
in England. Both subjects have sustained statistically highly significant 
‘‘extra-chance’’ scores over a period of years under the strict supervision 
of a number of qualified observers under well controlled laboratory condi- 
tions, apparently exeluding all conceivable sensory cues, collusion, self-de- 
ception, or clerical errors. At the same time, the statistical evaluation of 
the results obtained rests with the authority of Dr. Soal, the principal au- 
thor of the book and professor of mathematics at the University of London. 
Should these findings stand up to the scrutiny of experts in probability 
caleulation—and there is reason to believe that they will do so—they should 
be of staggering import upon the theory of science, upon our current con- 


cepts of time, space and causality, to say nothing of their wider implica- 
tions upon normal and abnormal psychology. 


One of the most intriguing aspects of a series of tests known as the Soal- 
CGoldney experiments lies in the fact that the two champion guessers, Mr. 
Shackleton and Mrs. Stewart, showed a striking tendency to ‘‘guess’’ cor- 
rectly, ahead of time, the ecard looked at by the agent, indicating’ a so- 
called pre-cognitive span of one and one-half to two seconds. This is all 
the more remarkable, since the experimenters had themselves been unaware 
of this result until a colleague, Whately Carington, had called their atten- 
tion to such a possibility. Another finding points to the part played by 
personality factors in the outcome of the experiments. Mrs. Stewart, for 
instance, was at her best with one or two particular persons functioning as 
telepathic agents even though she was not aware of a ‘‘successful’’ agent 
being occasionally replaced by an ‘‘unsuecessful’’ one. 

Unfortunately, the predominantly statistical orientation of the authors 
limits their appreciation, or even their awareness, of the wider psychologi- 
cal problems raised by their findings. They dismiss the observations of 
telepathy in the psychoanalytic situation published both in England and 
in this country, with the off-hand remark that ‘‘mental patients’’ have 
shown little evidence of being ‘‘good at card guessing.’’ That hasty gen- 
eralizations and prejudice against unorthodox findings arrived at in un- 
orthodox ways are not necessarily confined to the camp opposed to the au- 
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thors’ approach is further illustrated by their statement that ‘‘psycho- 
analysts interested in telepathy often show a misplaced ingenuity in finding 
symbolic interpretations of the weak cases which they present as evidence 
of thought transference.’’ 

Snap judgments like these should not, however, detract from the import- 
ance of the basic experiments described in the book. They may well prove 
major milestones in the history of parapsychology. 


Incest Behavior. By S. Kirson WEINBERG. 291 pages including index. 
Cloth. Citadel Press. New York. 1955. Price $5.00. 


Weinberg’s Incest Behavior is an extensive survey and sociological re- 
port, based on the interview method. It appears to be as exhaustive and 
complete as a work with this methodology could be. The author says: ‘‘we 
have emphasized that the incest taboo is a social psychological phenomenon, 
and that the Oedipus myth may be viewed primarily in terms of social psy- 
chological rather than in terms of biopsychological influences.’’ Weinberg 
surveys briefly anthropological and historical material on incest, discusses 
its incidence, and then takes up 203 cases, a number of which are discussed 
in notes or reported in interviews. All but four of the subjects involved 
‘‘eame to the attention of authorities in the State of Illinois and hence were 
detected incest offenders.’’ As the author recognizes, this does not, of 
course, cover all incest behavior. 

This book is well indexed and has a large and well-selected bibliography. 
With the limitations of the interview and questionnaire method in mind, 
this is good source and reference material for any social scientist. 


Psychotherapy and Counseling. Roy Miner, editor. Annals of the New 
York Academy of Sciences, Vol. 63, Art. 3, pages 319-432. Paper. New 
York Academy of Sciences. 1955. 


This series of papers is the result of a conference on Psychotherapy and 
Counseling held by the Section of Psychology of The New York Academy 
of Science, December 3 and 4, 1954. 

The conference grew out of the need felt for clarification of the fields of 
counseling and psychotherapy. A committee, with Lawrence Frank as 
chairman, was formed, and it was decided to approach the problem by hav- 
ing commissions from the various disciplines study the work of their pro- 
fessions and present their findings. This monograph presents these findings 
from the fields of medicine, psychology, social work, the ministry,:and coun- 
seling and guidance. Included are general reports for each field, as well as 
the statements and opinions of individual discussants. Unfortunately, most 
of the papers restate ideas and attitudes about therapy which have been 
stated before. 
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An Adventure in Education. By Frep M. Hecuinaer. With a commen- 
tary by Norman Cousins. 266 pages. Cloth. Macmillan. 1956. Price 
$3.75. 


A fact-finding commission under the able chairmanship of Norman 
Cousins, provided with a corps of professional advisers and with the aid 
of 38,000 volunteers, conducted the most extensive survey into the public 
schools in Connecticut which has ever been made in the history of American 
education. Mr. Hechinger, education editor of the New York Herald 
Tribune, writes An Adventure in Education from the seven large volumes 
of the commission’s report. 

The viewpoint of this book, it should be said at the start, is general; it 
finds no glaring faults, makes no drastic recommendations. But it con- 
tains a great deal of general material indeed which ought to give thought 
to everybody concerned with the future of education; and it illustrates 
much of the general material by specific examples: This group organized a 
nursery school in this fashion; 150 persons in 85 communities give this or 
that answer to the question of what sort of teacher they wanted for their 
children; three towns report on results of sending their pupils to the most 
accessible schools in their combined territory, regardless of town of resi- 
dence. 

A general conclusion of considerable interest calls attention to the pos- 
sible dangers of ‘‘straightjacketing’’ children into vocational, higher edu- 
cational and other ‘‘streams’’ by dividing classes too early in the school 
years. Another is Hechinger’s suggestion that too many elective courses 
in high school can do more harm than good and his emphasis on the desir- 
ability of seeing that there is enough general education, along with special- 
ization. This book should be of interest and use to everybody concerned 
with education, including nursing education and medical education. 


The African Mind in Health and Disease. By J. C. CarorHers. 177 


pages. World Health Organization Monographs. Columbia Univer- 
sity Press. New York. 1953. Price $2.00. 


This is a report on African psychoses. The conclusion reads: ‘‘It was 
previously argued that the peculiar features of European mentality derived 
from a total personal integration which the African does not achieve. Yet, 
in another sense, the latter uses his whole brain more effectively than does 
the former; he uses phantasy and reason. European integration is essen- 
tially a conscious one and depends on a cleavage between conscious and un- 
conscious elements of mind which is less sharp in Africans. Advantage 
does not lie wholly with the former.”’ 
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The Mind of Kierkegaard. By James Coins. xiv and 304 pages. 
Cloth. Regner. Chicago. 1953. Price $4.50. 


James Collins’ The Mind of Kirekegaard confines itself to the philosophi- 
cal aspects of the great Danish thinker’s fundamental dialectic of esthetic, 
ethical and religious modes of existence, upon which his seale of values is 
founded. The author has attempted to show that many of Kierkegaard’s 
detached insights can be rendered philosophically meaningful through a 
study of Thomistie doctrine concerning existence, man and God. There is 
in this book considerable one-sidedness of viewpoint, however, with much 
literary effort to prove that Kierkegaard’s views are better understandable 
when incorporated into the thinking of St. Thomas Aquinas. Dr. Collins 
would have his readers share his own opinion that the great existentialist 
was neither a philosopher nor a theologian, but merely a ‘‘ religious thinker.’”’ 
In any case, in the man Kierkegaard, the world has benefited from the 
work of a highly gifted writer and thinker who pondered long and rather 
effectively upon the grandeur and misery of man. 


The Mind of Light. By Sri Aurosinpo. 118 pages. Cloth. Dutton. 
New York. 1953. Price $2.75. 

The Mind of Light, by Sri Aurobindo, is supra-religious, dynamic, highly 
speculative, spiritual, and philosophical, a book dealing with man’s super- 
mind and his life divine, and the perfection to which, with sedulous train- 
ing, the person of Man may aspire to in Time. The great Indian philoso- 
pher has written deeply on his philosophic insights; his message seeks to 
bring peace to the turbulence of men’s souls. His writing and thinking are 
extremely compact. 

In this book, Sri Aurobindo prophesies the emergence in the world order 
of ‘‘a prineiple higher than human mind,’’ which he calls the mind of 
light, a new spiritual principle on earth, a Divine Life. Much ean be de- 
rived from this little book; it has been written with the force of matured 
spiritual experience ; and it predicts a reconciliation, years hence, of human 
differences and oppositions. 


Man Above Humanity. A History of Psychotherapy. By WALTER 
BromBerG, M. D. 342 pages including 32-page index and 16 pages of 
illustrations. Cloth. Lippineott. Philadelphia. 1954. Price $5.75. 


Man Above Humanity gives a clear and well-documented description of 
the evolution of psychiatric treatment from magic, amulets, witchcraft and 
medieval faith-healing to modern psychotherapy and the couch. 

Some 957 references are cited and the author himself is an authority in 
his field. Comprehensive, well written and thorough, this is comparable 
to Zilboorg’s history of medical psychology. 
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in private practice in Glen Rock, N. J. 


MARTIN B. GIFFEN, Major (MC) USAF. Major Giffen was a resi- 
dent in psychiatry at the Walter Reed Army Medical Center at the time the 
paper—in this issue—of which he was co-author was written. He is now 
stationed at the Eglin Air Force Base, Fla. 


M. V. KLEINMANN, JR., Capt., M. C. Captain Kleinmann, co-author of 
a paper in this issue of THE QUARTERLY, was a resident in psychiatry at 
Walter Reed Army Medical Center when the paper was written. He is still 
stationed there. 
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BOAZ HARRIS, Capt., M. C. Captain Harris, co-author of a paper 
in this issue of THE QUARTERLY, was a resident in psychiatry at Walter 
Reed Army Medical Center when the paper was written. He is now a senior 
resident psychiatrist there. 


HERBERT HENDIN, M. D. Dr. Hendin has been interested in the 
problems of research and therapy with suicide patients for a number of 
years. Born in New York City and a graduate of Columbia College, he 
received his medical degree from the New York University College of Medi- 
cine in 1949. He interned at the United States Marine Hospital at Staple- 
ton, N. Y., then served a psychiatric residency at Bellevue Hospital. He is 
now in practice in New York City. He has been writing on the problem of 
suicide since his Bellevue days. 


GEORGE SASLOW, M. D. Born in New York City in 1906, Dr. Saslow 
was graduated from New York University in 1926 and from the University 
of Rochester School of Medicine in 1928. He received a Ph.D. in physiology 
in 1931 from the New York University Graduate School. Dr. Saslow did 
teaching and research in physiology from 1928 to 1935 at New York Uni- 
versity, research in physiology at Cornell Medical College in 1935 and 1936, 
research at the University of Rochester in 1936 and 1937, and at the Har- 
vard School of Public Health from 1937 to 1940. He completed his medical 
course at Harvard Medical School, 1937-1940, with his M. D. cum laude 
received in 1940. He had hospital training in neurology and neurosurgery 
at Boston City Hospital, in psychiatry at Worcester (Mass.) State Hospi- 
tal, and in psychosomatic medicine at Massachusetts General Hospital. 

Since 1943, Dr. Saslow has been at the Washington University School of 
Medicine, department of neuropsychiatry. At present, he is associate pro- 
fessor of psychiatry in the departments of neuropsychiatry and of medicine, 
and director of the division of psychosomatic medicine. Recent research 
interests have been in the areas of life history technique, diagnostic inter- 
viewing, personality factors in hypertension, medical student attitudes 
toward behavior disorders, and flexible psychotherapy. 


ANN DeHUFF PETERS, M. D. Born in 1915 in Georgia, Dr. Peters 
was graduated from the University of New Mexico in 1936, received her 
master’s degree in psychiatric social work from Simmons College School of 
Social Work in 1938, and her medical degree from Washington University 
School of Medicine in 1946. In the social work field, she did field work in 
Boston and spent five years in a private vhild-placing agency in Indianap- 
olis. After she received her medical degree, she interned in obstetrics and 
gynecology at the Johns Hopkins Hospital, spent two years as a medical re- 
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search assistant in the United States Children’s Bureau in Washington, 
D. C., and held a two-year fellowship in preventive medicine and neuropsy- 
chiatry at Washington University where she later was instructor in those 
subjects. Dr. Peters is married and has two children and is at present liv- 
ing in Chapel Hill, N. C., where her husband is assistant professor of sur- 
gery in the University of North Carolina School of Medicine. 


FELIX COHEN, M.D. Dr. Cohen has recently gone into private prac- 
tice in psychiatry in Boston after serving for six years as a staff psychiatrist 
at the Veterans Administration Hospital, Bedford, Mass. A graduate of 
Harvard, he received his medical degree from the University of Rochester 
Medical School in 1944. He served a nine-month rotating internship at 
Michael Reese Hospital in Chicago, then served for two years in the army 
where he reached the rank of captain. Dr. Cohen is a diplomate in psychia- 
try of the American Board of Psychiatry and Neurology and a member of 
the American Psychiatrie Association and other professional societies. 





NEWS AND COMMENT 


NEW YORK STATE HOSPITAL POPULATION DROPS 


A decrease in the population of New York State hospitals’ mental pa- 
tients was reported for the year ending March 31, 1956, the first decline 
since World War II. The decrease was a small one, about 500 patients, but 
it contrasts with an average increase of about 2,000 patients a year during 
the last 10 years. Commissioner of Mental Hygiene Paul H. Hoch, M. D., 
pointed out that the decrease was due to increased releases from the hospi- 
tals, while the number of admissions remained about constant. He attrib- 
uted this to more intensive treatment, including use of the new tranquiliz- 
ing drugs. 
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DR. RAYMOND F. KIEB DIES AT 74 


Raymond F. Kieb, M. D., medical superintendent of Matteawan State 
Hospital for a total of 27 years and former commissioner of the New York 
State Department of Correction, died in Vassar Hospital, Poughkeepsie, on 
March 11, 1956 at the age of 74. He was superintendent at Matteawan 
when he was appointed correction commissioner by Governor Alfred E. 
Smith in 1927. He was re-appointed when Franklin D. Roosevelt took of- 
fice as governor. He returned to the Matteawan post three and a half years 
later. In 1940 he was transferred to the Institute for Defective Delinquents 
at Napanoch. He retired in 1942 after 38 years in the state service. Dr. 
Kieb was known as an international authority on criminal insanity. 
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ROCHE IS NAMED ISAAC RAY LECTURER 


The annual Isaac Ray Lectureship Award of the American Psychiatric 
Association was conferred on Philip Q. Roche, M. D., Philadelphia psychia- 
trist, at the May meeting of the American Psychiatrie Association in Chi- 
cago. Dr. Roche, fifth winner of the award, will deliver his lectures, on 
psychiatry and the law, at the University of Michigan. 
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PERUVIAN ASSOCIATION PLANS TO PUBLISH JOURNAL 





The Asociacién Psiquidtrica Peruana, founded in 1954, informs THE 
PsycuiARTIC QUARTERLY that it hopes soon to publish its own journal. The 
association is the only one of its kind in Peru and its main purpose is the 
investigation of ‘‘typical problems of Peru, psychiatric and anthropol- 
ogical.’’ 





NEWS AND COMMENT 


COURT AND HOSPITAL MEETING HELD 


An unusual discussion meeting of members of the judiciary and the psy- 
chiatrie profession was conducted at Marey (N. Y.) State Hospital on April 
25, 1956. The relationship of the courts and the hospital, with particular 
reference to the Code of Criminal Procedure, was discussed at the session, 
which was an informal dinner meeting. Three Supreme Court justices, 
seven county and two city judges and six district attorneys were present, 
as well as representatives of the New York State Department of Mental 
Hygiene and members of the medical staff of Marcy and Utica State hos- 
pitals. 





DR. JOSEPH PRATT, MEDICAL EDUCATOR, DIES AT 83 


Joseph H. Pratt, M. D., widely known as a medical educator and as a 
pioneer in psychosomatic medicine and the psychological aspects of medi- 
cine, died in Boston on March 5, 1956 at the age of 83. He died in the 
Pratt Diagnostic Clinic and Hospital, a unit of the New England Medical 
Center named for him. It was opened in 1937 at the Boston Dispensary 
where Dr. Pratt conducted regular classes in ‘‘thought control’’ for pa- 
tients with psychosomatic illnesses. 
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FRANK O’BRIEN, M. D., PSYCHIATRIST, DIES AT 65 

Frank J. O’Brien, M. D., psychiatrist, former associate superintendent 
of schools of New York City, died at White Plains, N. Y., of a heart attack 
on March 13, 1956. He was 65 years old. Dr. O’Brien was widely known 
as an authority on child psychiatry, and most of his work with the New 
York City Board of Education dealt with aid to pupils with physical and 
emotional handicaps. He was head of the Board of Education’s division 
of child welfare when he retired in September 1955. 
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MIRSKY HEADS PSYCHOSOMATIC SOCIETY 








I. Murray Mirsky, M. D., was elected president of the American Psycho- 
somatic Society at that association’s annual business meeting in Boston on 
March 24, 1956. Theodore Lidz, M. D., was chosen as president-elect. The 
14th annual meeting of the society was on May 4 and 5 in Atlantic City. 





MENTAL DEFICIENCY ASSOCIATION MEETS 


The American Association on Mental Deficiency conducted its eightieth 
annual meeting in Richmond, Va., May 1-5, 1956. At the concluding ses- 
sion on May 5, Thomas L. McCulloch, Ph.D., of Letchworth Village, 
Thiells, N. Y., was installed as president. 





NEWS AND COMMENT 


RELIGION AND MENTAL HEALTH GROUP FORMED 


The National Academy of Religion and Mental Health has announced the 
opening of offices in the New York Academy of Medicine, New York City. 
Kennth E. Appel, M. D., has been named president of the new organiza- 
tion. The academy’s announcement states that its organization was the 
result of three years of preliminary discussions with psychiatrists, theo- 
logians, cultural anthropologists, sociologists and psychologists. It was an- 
nounced that ‘‘close working relationships’’ have been established with the- 
ologians and psychologically trained clergymen of the Roman Catholic, 


Jewish and Protestant faiths. 











A Rorschach Training 
Manual 


By 
James A. Brussel, M. D., Kenneth 8. Hitch, 
and 
Zygmunt A. Piotrowski, Ph.D. 


With Color Illustrations of the Rorschach Cards 
Third Edition—Completely Revised and Greatly Enlarged 


This Third Edition of the State Hospitals Press’ previously 
untitled manual of the Rorschach method comprises the 
articles, ‘‘An Introduction to Rorschach Psychodiagnostics’’ 
by Dr. Brussel and Mr. Hitech, and ‘‘A Rorschach Com- 
pendium’’ by Dr. Piotrowski. The Brussel-Hitch paper, 
originally printed in THE PSYCHIATRIC QUARTERLY 
in January 1942 for military use was first revised for this 
manual in 1947 to adapt it for civilian practice and was 
again completely revised in July 1950. Dr. Piotrowski’s 
‘*Rorschach Compendium’’ was written originally for the 
1947 edition of the manual and was completely revised and 
greatly enlarged for the third edition in July 1950. In its 
present form, it first appeared in THE PSYCHIATRIC 
QUARTERLY for July 1950. 


A price increase from 50 cents for previous editions to 75 cents 
for the present one has been necessitated by the enlargement of 
the book, as well as by increased costs of book production. 


86 pages and color illustrations Paper 1950 


Price 75 Cents 


STATE HOSPITALS PRESS UTICA 2, N. Y. 














A PSYCHIATRIC WORD BOOK 
A Lexicon of Psychiatric and Psychoanalytic Terms—-for Students of 
Medioine and Nursing, and Psychiatric Social Workers 
By RICHARD H. HUTCHINGS, M. D. 
Seventh Edition (April 1943) Revised and Enlarged 
Seventh Printing 
255 pages; pocket size; gold-stamped, ruby, waterproof, 
semi-flexible, cloth binding 


PRICE $1.50 POSTPAID 


From Reviews of Seventh Edition— 


This very useful and convenient pocket-size lexicon . . . will be found to 
contain all the terms . . . that any one is likely to need who reads psychiatric 
literature or speaks the language. —American Journal of Psychiatry 


A book which admirably fulfills its purpose. This new edition includes 
Rorschach terms and short biographical notices. 
—Amerioan Journal of Orthopsychiatry 


STATE HOSPITALS PRESS Utica, N. Y. 











SOCIAL AND BIOLOGICAL ASPECTS OF MENTAL DISEASE 


By 


BENJAMIN MALZBERG, Ph.D. 
New York State Department of Mental Hygiene 


Statistical analyses of the records of admissions to New York civil 
state hospitals provide a basis for study of these vital problems: 
the increase of mental disease; the relation of mental disease to age, 
sex, environment and marriage, nativity and race; expectation of life; 
the efficacy of insulin shock therapy. A valuable work of reference 
for the psychiatrist, the biologist, the sociologist and the statistician. 


Clothbound 1940 360 pages with index 
Price - - - $2.50 


STATE HOSPITALS PRESS 
Utica, N. Y. 
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